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Abstract 
Hepatitis C Virus (HCV) infection is one of the major blood-borne infections 
worldwide and HCV carriers may develop chronic hepatitis leading to liver 
cirrhosis and hepatocellular carcinoma (HCC). In this study, a total of 741 
Myanmar subjects were tested for evidence of hepatitis C infection by RIBA 
Immunoblot Assay 3 from Chiron Company, USA. In the 362 apparently 
healthy subjects, 9(2.5%) were positive for antibody to HCV (anti-HCV), 
whereas in the 379 patients with various types of liver diseases, approximately 
25% were positive for the HCV marker. The prevalence of HCV infection 
among these two study groups with respect to age, sex, history of exposure 
to blood or surgical operation and different types of liver diseases were also 
determined. This study brought to light the association of HCV infection with 
liver cirrhosis and hepatocellular carcinoma in Myanmar. 
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Introduction RANSMISSION of hepatitis C virus 
(HCV) occurs through blood and 

blood products, although sexual 
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transmission and intrafamilial 
transmission have also been reported.1 
HCV is responsible for most cases of 
post transfusion hepatitis, but there is 
epidemiological evidence to suggest 
that it is a cause of acute hepatitis 
without overt blood exposure and has 
been labelled community-acquired or 
sporadic HCV infection. The incidence 
of chronic sequelae is high and 
approximately 70% of patients with 
post transfusion hepatitis C will develop 
chronic hepatitis. A high percentage 
of these patients will progress onto 
cirrhosis and hepato-cellular 
carcinoma (HCC).2 

In HCV infection, the 
antigenaemia is limited and the 
concentration of HCV antigens in 
serum are at the lower limit of 
detectability by existing immunoassay 
technology.3 At present, the diagnosis 
of HCV infections are mostly carried 
out by viral antibody (anti-HCV) tests. 
A positive anti-HCV test indicates 
exposure to HCV and represents 
therefore, a surrogate marker of 
ongoing infection.4 A polymerase 
chain reaction (PCR) has been used to 
detect HCV RNA but is difficult both to 
interpret and perform. 

A study conducted in 1991 at the 
Department of Medical Research 
(DMR), Myanmar reported that among 
the HCC cases, 35% were positive for 
anti-HCV, detected by using Anti-C100-
3 EIA test kits using Enzyme Linked 
Immunosorbent Assay test system 
(ELISA) from Orthodiagnostic Systems, 
USA.5 The present study was 
undertaken with an  aim to determine 

the prevalence of HCV infection 
among apparently healthy subjects 
and patients with various liver diseases 
by using immunoblot assay system to 
detect the HCV antibody. 

Materials and methods 
Subjects 

The study consisted of 741 subjects 
which included 362 apparently healthy 
subjects without liver disease who were 
enrolled for hepatitis B vaccination at 
the DMR. The remaining 379 subjects 
were patients with various types of liver 
diseases attending the out-patient 
department of the Liver Unit at the 
Yangon General Hospital. These 
included patients with fatty liver, acute 
hepatitis, chronic hepatitis, cirrhosis 
and HCC already confirmed by 
standard tests. Blood was collected 
from the subjects, and after serum 
separation, the samples were stored at 
-80°C until ready to be tested for anti-
HCV. 

Test system 

Chiron RIBA HCV Test System - 
Immunoblot Assay 3.0 from USA, a 
qualitative enzyme immunoassay 
nitrocellulose based confirmatory test 
for anti-HCV was used to detect the 
hepatitis C marker in the 741 serum 
samples. 
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Results 

In the apparently healthy 362 subjects, 
the prevalence of anti-HCV was 
9(2.5%) whereas in the 379 patients 
with various types of liver diseases, 95 
patients (25%) were positive for the 
HCV marker.  

Percentages of the HCV marker 
varied in patients with different types 
of liver diseases. In the 36 patients with 
fatty liver, anti-HCV was not detected. 
Only 10% were positive for anti-HCV in 
30 acute hepatitis patients whereas 
15(17.2%) were positive in 87 chronic 
hepatitis patients, 38.5% in the 117 
cirrhosis patients and 29.3% in 109 
hepatocellular carcinoma patients. 

The detection of anti-HCV in the 
above-mentioned two groups of 
subjects according to sex was evident 
as follows. In the subjects without liver 
disease, 100% of 177 male subjects 
were negative for the HCV marker 
whilst in the 185 female subjects, 4.86% 
were positive. In the liver disease 
patients, 22.3% were positive in 242 
male patients and 29.9% were positive 
in 137 female patients. 

The prevalence rate of anti-HCV 
became higher according to age in 
both groups. In this study, anti-HCV 
was not detected below the age of 21 
years. Between the ages of 21 to 50 
years, the prevalence of the HCV 
marker was 1.1% to 2.8% in normal 
subjects whilst it was 10.6% to 24% in 
patients with liver diseases. Above the 
age of 50 years, the prevalence rate 
increased significantly, being 6.1% to 

14.3% in normal subjects and 40.8% to 
42.6% in liver disease patients. 

In both groups of subjects, the 
HCV marker positive cases gave a 
previous history of blood transfusion 
and/or surgical operations at a higher 
rate than HCV marker negative cases. 
In healthy subjects, amongst the anti-
HCV positive cases, 44.4% gave a 
previous history of blood transfusion 
and surgical operation, whereas the 
rate was 20.1% in anti-HCV negative 
cases. In patients with liver diseases, it 
was 88.4% in anti-HCV positive cases 
and 39.1% respectively in anti-HCV 
negative cases. 

Discussion 

HCV poses a serious worldwide health 
problem and an estimated 100 million 
individuals globally are chronically 
infected with it. The prevalence rate 
differs from country to country. In the 
present study, the detection of anti-
HCV in apparently healthy subjects 
without liver disease was 
approximately 2.5%. This figure was 
higher than those reported from 
Western Europe, Japan, USA, 
Bangladesh or Indonesia and was 
comparable to that of Northern Italy 
and much less than in blood donors of 
Egypt. 

In this study, the prevalence of 
HCV marker in the patients with liver 
disease was approximately ten times 
higher than those in the healthy 
subjects (25% to 2.5%). This higher 
prevalence was expected, as HCV 
infection was reported to be 
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associated with a wide spectrum of 
liver diseases ranging from 
asymptomatic carriage to severe 
forms of chronic hepatitis, the major 
complication being development of 
cirrhosis and HCC. In Singapore, the 
positivity rate for anti-HCV was 1.7% in 
normal healthy population, 3% in 
chronic hepatitis B carriers and 20% in 
primary HCC cases.9 Our study also 
showed that the prevalence of anti-
HCV became significantly higher in the 
more serious liver ailments, as it was 
not detected in fatty liver, 10% 
positivity in acute hepatitis cases, 
17.2% in chronic hepatitis cases and 
38.5% and 29.3% in cirrhosis and HCC 
cases respectively. A previous study in 
Myanmar showed that in HCC cases, 
35% were positive for anti-HCV.5 A 
retrospective study on the serum of 
hepatitis B carriers in Myanmar, stored 
frozen in 1994, showed that 2.2% were 
positive for anti-HCV using HCV serum 
cassette tests, Fresno, USA.12 

Esteban and group in 1991 
reported that in their study among 
blood donors in Spain, there was no 
difference in prevalence with respect 
to sex (1.17% males, 1.08% females). 
However, the seroprevalence among 
male donors under 30 was three times 
higher than that among female donors 
in the same age group (1% vs 0.3%).13 
Studies of HCV infection in the United 
States showed that males 
predominate slightly over females.14,15 
In the present study, Myanmar females 
showed a higher incidence in both the 
apparently normal group of subjects 
(4.9% to 0%) and patients with liver 
disease (29.9% to 22.3%). 

The incidence of HCV infection 
was reported to vary by age. The 
analysis of the HCV carrier state in over 
100 million Japanese blood donors 
showed no anti-HCV positivity in 
subjects between 6-15 years, 0.36% 
positivity in subjects between 16 to 20 
years, gradually increasing to about 
2.8% in those older than 50 years.11 In 
USA, HCV seroprevalence among 
blood donors ranges from 0.5 per 1 000 
in donors younger than 20 years, to 6.9 
per 1 000 in donors of ages 30 to 39 
years.16 Our study also showed that in 
control subjects as well as in patients 
with liver disease, there was no anti-
HCV positivity below 20 years of age. 
From then on, the anti-HCV positivity 
increased gradually from 1.1% in 
healthy subjects and 11.6% in patients 
between 21 to 30 years group up to 
14.3% and 42.6% respectively in those 
above 60 years of age. 

The study in Spain also showed 
that a history of blood transfusion, 
intravenous drug abuse and tattooing 
was significantly more common 
among anti-HCV positive donors than 
in seronegative controls.13 This was in 
accordance with the findings in the 
present study, where a higher number 
of anti-HCV positive cases had a 
history of blood transfusion and 
surgical operations than in 
seronegative subjects. It was also 
reported from a study in USA that 
among recipients of blood transfusion 
and control subjects of untransfused 
hospital patients having similar 
diagnosis and undergoing generally 
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similar operative procedures, 3.3% of 
the blood recipients and only 0.1% of 
the control subjects seroconverted to 
anti-HCV.17  

This study showed that HCV 
infection is highly prevalent in 
Myanmar both in the apparently 
healthy population as well as in 
patients with end stage liver diseases 
such as cirrhosis and HCC. Since no 
vaccine is as yet available for HCV 
infection, the most effective control 
measure would be to prevent this 
potentially life-threatening viral 
disease. Preventive measures include 
the screening and testing of blood, 
plasma, organ, tissue and serum 
donors, virus inactivation of plasma-
derived products, risk-reduction 

counselling and services, 
implementation and maintenance of 
infection control practices, 
identification, counselling and testing 
of persons at risk, medical 
management of infected persons, 
health education, surveillance and 
research.18 Since this is a preliminary 
report from a study in a limited group 
of subjects, further large scale surveys 
will be required to determine the 
prevalence of HCV infection 
throughout Myanmar. 
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Introduction 

HE World Development Report 1991 
had argued 1 that, �competitive 

markets are the best way yet found for 
efficiently organizing the production of 
goods and services�. However it went 
on to say that the State must step in 
where �markets prove inadequate or 
fail altogether.� That was the message 
of the 1990s. What led to this? 
Governments in the developing world 
in the earlier part of the century, 
started with an egalitarian approach. 
They sought to provide amongst 
various other services, �universal 
comprehensive free health care�. A 
growing demand for services over the 
years made their task increasingly 
difficult. This was compounded by 
fiscal and budgetary constraints. The 
obvious result was poor quality services 

                                              
 

attributed to �government failure�. 
Alternatives were then explored. The 
evident option appeared to be the 
private sector. It was believed that 
competition would bring efficiency in 
services. It would also increase 
people�s choices. But the equity issue 
would remain unaddressed. �Public 
goods�2 with positive �externalities�3 
were likely to be ignored. The 
preventive and promotive aspects of 
health care would be neglected.4 

                                              
1 World Development Report (1991) 
2 Public goods are those goods which are �non-

excludable� i. e. all have access to them and 
�non rival� i.e. one person�s use does not affect 
the other. 

3 Externalities are spill-over effects not reflected in 
prices or production. Positive externalities are 
those with good external effects and need to be 
encouraged e. g. immunization; negative are 
those with bad external effects � these need to 
be discouraged. 

4 Jamison and Mosley (World Bank 1995) while 
ranking programmes by cost-effectiveness, 

T 

 
*  This article was  originally prepared for a

region/country specific perspective� at the Un
** Deputy Regional Director, WHO, SEARO, New D
 2002 7 

concluded that with immunization an extra year of 
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Earlier experience had shown that 
health for the private sector was pure 
business. Health insurance, where 
available, was guided by the principle 
of �adverse selection�5.  

If both markets and government 
failed to provide the answers, what then 
was the solution? 

That is the issue addressed by this 
article � in two sections. The first section 
reflects on some of the inadequacies 
of government and markets to provide 
equitable and efficient health services. 
It does this at both the theoretical and 
practical levels − drawing on examples 
from India. The second section 
discusses the new partnership 
paradigm between markets and 
governments. It emphasizes their roles 
as being comple-mentary and not 
confrontational. It shows how one 
cannot substitute the other. It 
envisages a more indirect role for the 
State - of facilitating other agents by 
providing an enabling environment. It 
further emphasizes the participation of 
numerous associations, clubs, 
cooperatives, special interest groups, 
and other such community-based 
organi-zations that constitute civil 
society. It stresses the need of such 
multiple specialized organizations 
serving local interests in place of large, 
monolithic State organizations with 
multipurpose interests. It is this 
partnership among the State, markets 
                                                          

healthy life costs US$ 5 only. 
5 Hesitates to insure those in greatest need of care 

- the elderly and the sick (except at very high 
premiums). 

 
 

and civil society which can provide 
effective health care.  

However, there can be no set 
recipe for this. Since socioeconomic 
conditions differ from country to 
country, solutions differ. For this article, 
the analysis has been done with India 
as the setting, more so the northern 
state of Punjab in India. The failures 
analyzed and the solutions suggested 
are against this background. 

Government Failure 
In the 1950s and 1960s, development 
theory assumed that markets could 
not be relied upon and that the State 
should deliver health care. Conditions 
encouraged a major role for the 
government6.  In keeping with this, free 
universal health care was attempted. 
Government became the sole 
provider of services7. Consequently, its 
role became very extensive. Savas 
(1987) believes that inefficiency in 
government is caused by a 
combination of this role of providing 
and financing. Governments could 
have ensured that health care is 
provided, but through other agents. 

Over time, the demand for health 
services increased beyond 
expectations. Growing populations, 
the general health awareness of 
people and technological advances 

                                              
6 World Development Report (1991) 
7 Bhagwati, J., (1993) writes that Indian economic 

policy was influenced by the perception that 
�there was pervasive market failure in the Indian 
system and liberation lay in frequent and 
decisive government intervention�. 
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accentuated this. Moreover, the world 
fiscal situation was unfavourable. 
International organizations were 
unwilling to increase aid. All this 
resulted in low health expenditures. This 
made a bad situation worse, since 
traditionally the budgetary allocations 
on health in most developing countries 
have been low (generally 2% of the 
GDP). India is no exception. Wolf 
(1993) believes that these inherent 
characteristics of demand and supply 
for government services lead to 
government failure8.  He believes that 
supply can match demand only in 
times of a rise in national incomes, 
when additional funds are used for the 
social sector. Even though structural 
adjustment did not squeeze health 
expenditures in Punjab, the 
consistency in allocations over the 
years indicates a decrease in real 
terms. This results in inefficiency, 
ineffectiveness and underutilization of 
services. High spending on expensive 
hospital care draws resources away 
from rural primary health care 
facilities9, resulting in poorly-
maintained, understaffed and ill-
equipped buildings, inadequately 
connected by transport10  and often 
managed by doctors more interested 

                                              
8 Wolf, C. (1993) This leads to inequity, particularly 

of power and privilege; �internalities� since they 
lack objective performance indicators; �derived 
externalities� (unexpected side-effects from 
public policies) and �disjunction� between costs 
and revenues. 

9 Punjab has 2 208 medical institutions of which 
65.9% are dispensaries, 20.2% primary health 
centres and 9.2% hospitals. Resource allocation 
does not match this 

10 In CHC, only 66% and in area hospitals 63% of the 
beneficiaries travel less than 5 kms. 

in an unauthorized private practice. 
Ambulatory services being poor, this 
leads to inequity of access to 
services11. Therefore a large 
percentage of people from the rural 
areas (52%) go to the private sector for 
non-hospitalized treatment12.  

Le Grand et al (1992) are of the 
view that inefficiency sets in when the 
marginal social costs of extending 
care exceeds the marginal social 
benefits13. In Punjab, an arbitrary 
increase in infrastructural expansion 
greater than the need resulted in 
declining social benefits. More so, as 
this was unmatched with a 
corresponding increase in services and 
supplies. 

The situation is further aggravated 
by long waiting hours and the 
indifferent attitude of the staff in public 
facilities14.. The Public Choice theorists 
attribute this to allocative inefficiency15 
and X inefficiency16. They believe that 

                                              
11 Le Grand, J, Carol Propper and Ray Robinson 

(1992) point out that some individuals have to 
travel longer to get health services. 

12 Allopathy is the popular system, taking care of 
88.2% of all patients the others being attended 
to by Ayurveda (24%); Homoeopathy (10%), and 
other traditional systems (7%). 

13 They explain this through an example. A 1 000-
bedded hospital would yield a social benefit of £20 
million at a cost of £10 million. To provide an 
additional 1 000 beds would cost £12 million (slightly 
more) and yield a lesser benefit - £12 million. A 
further 1 000 beds would cost even more - £16 
million and yield a benefit of only £8 million. 

14 World Bank study (1995) 
15 Production of a wrong mix of services. Niskanen 

(1971) believed that the pressures on politicians 
and the pursuit of their own interests led to 
allocative inefficiency. 

16 Production of less than it is possible to produce 
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the institutional framework that 
implements State activity is ineffective 
and wasteful17. It is motivated by self-
interest. In Punjab, this self-interest18 is 
reflected in several ways such as 
political pressures exerted for 
promotions and appointments, 
formulation of procurement policies, 
allotment of contracts, and 
management of hospitals. Bureaucrats 
too often lack clear goals, autonomy 
and responsibility, which leads to 
inflexibility to local needs and 
alienation from the users of health 
services. Jackson and Price (1993) 
believe that the dominant role of the 
medical profession in decision-making 
generates both inefficient and 
inequitable consequences. Mills (1995) 
attributes it to limited technical skills for 
planning and management training. 
Rent-seeking is also common. At times, 
very glaring instances are reported19 

which erode the credibility of the 
public health system and add strength 
                                                          

with given inputs. Niskanen (1971) propounds 
that there are grounds for expecting X 
inefficiency because of lack of incentives and 
salaries of public sector employees not being 
linked to output. 

17 Chapman (1979), a former bureaucrat highlights 
the waste in the public sector �where ten men 
are employed for the work of five, empty 
buildings are heated and money is spent to keep 
land idle and useless�. Rowley and Elgin (1988) 
believe that bureaucrats have little incentive to 
keep costs down as they will personally not 
benefit from any savings. 

18 They believe that politicians will have their own 
interests to pursue and will not demand outputs 
that will reflect the best interests of society as a 
whole; bureaucracy may not carry out the 
wishes of the politicians even if they do express 
the common good; and bureaucrats may not 
produce what they are expected to produce, 
for it may be in their interest to be inefficient. 

19 World Bank study (1995) 

to the contention of failure of the 
government. Culyer et al stress the 
need for transparency so that prices, 
volume and quality of services are 
more explicit and providers more 
accountable. 

Market Failure 

The market provision of health services, 
both for-profit20 and not-for-profit21, 
according to the New Right theorists22 
is an indispensable condition of 
individual freedom. The underlying 
rationale is that a free movement of 
prices and competition would 
influence the decisions of consumers 
and producers according to which the 
Pareto optimality23 would prevail. It is 
therefore believed that if the 
allocation of health care is determined 
by the market, the outcome would be 
efficient24.  But efficiency is not the only 
objective of society. There is the 
question of equity which is ignored in a 
pure market system. Access to health 
                                              
20I Individuals and privately-owned hospitals 

working for a profit motive, traditional 
practitioners and unlicensed practitioners 

21 Certain NGOs, Mission hospitals, other charitable 
hospitals, etc. 

22 Prominent among these are Friedmon, Public 
Choice theorists such as Buchanan, libertarians 
like Nozick, and classical liberals like Hayek. 

23 A Pareto-optimal State is the one in which no 
possible changes could be made without 
making at least one person worse off. The notion 
of optimality is a limited one. A number of 
Pareto-optimal States exist and as Pareto-
optimality does not allow the comparison of the 
welfare of different individuals, nothing can be 
said about society�s preference over the 
different optimal States�. Sen 1987 as quoted by 
Sara Bennett (1991) 

24 Le Grand et al (1992) 
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care depends on the ability and 
willingness to pay, which leads to 
distributional inequity25. A strong profit-
making motive can create a �supplier 
induced� demand which, at times, 
can be very unscrupulous. Uplekar 
(1989) carried out two studies in the 
slum areas of Bombay (India) on the 
prescriptive practices of private sector 
doctors for tuberculosis and leprosy. 
He concluded that over-prescription 
was rife. The average cost of drugs 
prescribed was three times the price of 
a WHO recom-mended prescription. 

A neglect of �public goods� 
makes markets inefficient. These being 
non-excludable26 and non-rival27 would 
not be provided by the for-profit 
private sector. Individuals will lack the 
incentive to purchase it and may hope 
to �free ride� on the purchases made 
by others. Goods with positive 
externalities28 (e.g. immunization) 
would be ignored by consumers for if 
they pay, they would only weigh the 
benefits to themselves and not to 
society as a whole, leading to the 
                                              
25  Wolf, C, (1993): The vulnerable and the 

disadvantaged would suffer on the basis of age, 
disability, ethnicity and gender. Specific 
egalitarianists (Tobin 1970 and Streeten 1981) 
argue that it is inappropriate that health care 
should be determined by ability to pay. 

26 Non-Excludable means that a user cannot be 
prevented from using it. (WDR 1994) 

27 Non-rival means that non-consumption by one 
user does not reduce the supply available to 
other users (WDR 1994) e.g. health education 
and vector control through environmental 
management. 

28 Lewis and Kenney (1989) believe that 
externalities arise when the production decisions 
of an organization give rise to costs and benefits 
which are not captured in the main transaction 
between consumers and producers. 

consumption of a socially sub-optimal 
amount. This explains the lack of 
interest of private practitioners in 
preventive care. 

Market failure is also associated 
with information asymmetry29. This is 
apparent in the �principal-agent� 
relationship which views the provider 
(doctor) as the agent and allows him 
to take decisions on behalf of the 
client, since the client is unable to 
diagnose his complaint or determine 
the appropriate treatment. Experience 
in Punjab shows that if providers are 
working on a salaried basis, they give 
little attention to their clients, if on a 
fee-for-service basis they may over-
prescribe to boost their income. 
Consumers very often are not in a 
condition to �shop around�. Markets 
also fail when there are �increasing 
returns to scale�30. In such conditions 
monopolies emerge which can set 
prices above costs and reduce the 
total public welfare. India has a few 
such high technology eye and heart 
hospitals which set their own rates, and 
consequently are patronized only by 
the rich. 

Health insurance is another kind of 
market failure, as it has two problems - 
�moral hazard� and �adverse 
selection�31.  The moral hazard 
argument recognizes that the very act 
of insurance decreases incentives to 
maintain healthy lifestyles. Adverse 
selection excludes those at high risk 
                                              
29 World Bank (1987) Financing Health Care in 

Developing Countries. 
30  Wolf, C, (1993) 
31  Arrow, KJ, (1963) as reported by Wolf (1995) 
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e.g. the elderly and the chronically ill. 
Significantly, these are the ones most in 
need of care. Moreover with the rich 
indulging in �unnecessary� care, a 
situation of oversupply of services 
could result. In India, private health 
insurance, still in its infancy, has very 
few takers. For the large informal 
sector, insurance issues create further 
problems. Besides, who will take care 
of the millions who cannot afford 
insurance? 

The not-for-profit organizations are 
usually run along the lines of a 
commercial enterprise and are 
reputed to provide quality service. In 
Punjab, the large NGOs32, and the 
missionary hospitals33 fall in this 
category. They have an urban bias 
and surprisingly, their hospitalization 
costs are generally higher than the for-
profit unorganized private sector34, 
thereby putting them out of the reach 
of the poor. The government does 
support them through the financing of 
certain types of services, such as 
postpartum beds and nursing training. 
Berman and Dave point out that this 
�increasing dependence on 
Government has both risks and 
benefits. They have assured funding 

                                              
32 They have sub-offices in the state e.g. Voluntary 

Health Association of India, Family Planning 
Association of India. 

33 Some examples are the Christian Medical 
Hospital, Dayanand Hospital (in Ludhiana) and 
the Ramakrishna Hospital, the Beas Hospital (in 
Amritsar) 

34 This is attributed to their staffing patterns which 
exceed the minimal staff in private hospitals. 

but may lose their innovative 
character�. 

The World Bank has argued that 
an increasing role for the private 
sector would free State resources for 
health care for the poor35. But would 
this actually happen? In Punjab, this in 
itself is unlikely to augment the health 
budget with political priorities 
favouring other sectors. 

What can be done? 

Both markets and governments fail in 
certain areas and succeed in some. A 
variety of responses can overcome the 
limitations. The right public/private mix 
has to be identified keeping in mind 
the country�s socio-economic and 
political environment. While providing 
the benefits of the market, an attempt 
has to be made to preserve the 
welfarist character of the service, 
which in India it is not politically 
possible to abandon. 

 

                                              
35  World Development Report 1993 
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Suggested Solutions: 

Government Failure Solutions 

Weak health planning capacity 
to assess sectoral needs 

• Identify the needs of the beneficiaries through 
participatory techniques 

• Undertake social analysis 
• Reaffix priorities 
• Develop a coherent strategy. 
• Develop effective health care monitoring systems 

Insufficient budgets compared 
to health needs 

Cost containment measures:  
• Avoid wasteful spending and introduce economy 

measures 
Cost-Effectiveness: 
• Shift from expensive clinical to preventive and 

promotive care. Direct incremental budgets entirely 
to this 

• Encourage traditional practitioners providing 
cheaper care 

Cost Recovery:  
• Institute user charges 
• Allow each hospital to retain the revenue it 

collects through user charges 
• Reduce public subsidies for medical education 
Cost-Sharing:  
• Initiate health insurance 
• Introduce Tax rebates for those opting for health 

insurance 
• Encourage sharing of expenditures with the 

community for infrastructure on a 50-50 basis 
• Enhance budget for drug purchases and 

encourage community participation in drug 
revolving funds 

Over-centralization 
 
 

 

• Decentralize. Sort out administrative and legal 
issues that hinder devolution of autonomy.Give 
responsibility with autonomy  

• Encourage Corporatization36 o bring efficiency 
• Finance health services, but let provision be 

                                              
36 World Development Report 1994 describes it as the setting up of autonomous organizations enjoying financial 

independence, 
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Government Failure Solutions 
through other agents 

 
• Unbundle services37 vertically and horizontally 
• Encourage internal markets. Contract out clinical 

services to individual physicians or multispeciality 
group practices38 

• Lease out government facilities to the private 
sector or community groups on payment basis 

• Regulate through a proper legal and 
administrative framework 

• Encourage patient choice of health facility. 
Provide budgets to follow patients39 

Allocative Inefficiency • Reallocate within the existing health budgets on 
activities which yield greater social benefits 

• Undertake studies to decide optimal annual 
maintenance budget for health facilities 

Inefficiency • Strengthen institutional and organizational 
structures 

• Increase worker motivation through incentives 
• Improve management practices 
• Delegate responsibility with conscious absence of 

political intervention 
• Review staff norms and rationaliz personnel 

policies to ensure adequate staffing 
• Establish standards for referral in consultation with 

the community and build incentives for those who 
come through the system 

• Increase accountability 
Information asymmetry • Increase public awareness of health related issues 

• Strengthen training of clinical and non-clinical 
staff (public, private and voluntary) 

• Educate the community through health 
education camps  

• Government to publicize its policies and schemes 
at regular intervals through a publication. This 
could also include the �success stories� of various 

                                                                                                                        
37 WDR 1994 explains vertically as involving specialized agencies in laundering, catering, security, garbage-

disposal, maintenance, etc. through competition and horizontally through geographic divisions 
38 Walsh, K,(1995) 
39 Saltman, RB, and Otter, CV, (1995) 
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Government Failure Solutions 
state governments and doctors in the private and 
public sector 

 
 
 

Market failure Solutions 

Inequity • Have well-designed �safety nets� for the poor, 
elderly, disabled, women and children through 
State subsidies e.g. vouchers etc. 

Unregulated private sector, 
especially private practitioners 
and drug suppliers 
 

• Strengthen government capacity to regulate and 
monitor private health care provision, especially 
qualification of doctors and other medical 
personnel.  

• Enact legislation to register nursing homes, private 
clinics and hospitals and prescribe minimum 
standards of care. 

• Regulate pharmaceutical supply and dispensing 
• Encourage social marketing of essential drugs 

and contraceptives 
Low preventive and promotive 
care; Neglect of �public goods� 
with positive �externalities� 

• Develop incentives and schemes to finance, train 
and integrate private providers in diagnostics and 
treatment 

• State to provide public goods with positive 
externalities and regulate those with negative 
externalities 

Information asymmetry • Encourage and subsidize doctors� associations to 
publish journals and newsletters highlighting new 
developments and innovations in the medical 
sector 

• Government to encourage seminars and 
symposiums to enable exchange of ideas. 
Academicians, economists, social scientists and 
doctors of international repute to be invited 

• Make it mandatory for private health services to 
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Market failure Solutions 
publicize their services and rates 

 
The Role of the Government,  
Markets and Civil Society 
The solutions/recommendations 
mentioned above would form the 
basis of the new environment for 
reform. It is not a question of State or 
Market but State and Market for each 
has a large and irreplaceable role. 
Governments should let markets work 
where they can and step in where 
they cannot.40  However, programmes, 
policies and projects carried out 
without the active participation of the 
people they are intended to benefit 
remain unsupported and 
unassimilated41.  It is only through 
participation of the beneficiaries that 
sustainable long-term changes are 
brought about. Therefore the 
alternative paradigm has to have a 
place for governments, markets and 
users. 

Government’s Role 

                                              
40 Planned markets integrate.... neo-classical 

economic and traditional planning into a new 
synthesis.� (Saltman and Van Otter 1992 

41 Torres, J. F. 1993 

Birdsall (1989) believes that as 
countries industrialize and their 
epidemiological profile shifts to 
noncommunicable diseases, the role 
of governments should decline. 
Governments should concentrate on 
the �essential�42 services and strive for 
improvements in quality, through �new 
management� practices43  (Pollitt 
1993) and �user charges�. They should 
shift from a direct provision of services 
to an indirect provision. Their role 
should essentially be confined to 
�Allowing, Regulating, Empowering, 
Supporting and Purchasing�. They 
should concentrate on providing an 
enabling environment through an 
effective policy, institutional and legal 
framework (the courts, the 
infrastructure and policy fora), 
whereby they can take advantage of 

                                              
42 As proposed by the World Development Report 

1993 on Health 
43 This �new managerialism� envisages a 

separation of politics and management, with 
politicians deciding on policies and not 
interfering in the day-to-day management, and 
managers working according to sophisticated 
technologies with the �right to manage� in order 
to achieve defined targets and have a more 
effective control of work practices. 
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the market mechanisms within the 
context of public control.  

Decentralization and devolving 
financial control by delegating 
budgetary control to health facilities 
would be essential. Autonomous 
hospitals managed by trusts could be 
tried out. These would have the 
responsibility of planning, budgeting 
and raising some revenue within the 
existing structure. However, regulation 
would be necessary to ensure that the 
quality of health care meets 
acceptable standards. 

�Unbundling� or contracting out 
services wherever possible would 
enable governments to benefit from 
competition and other positive market 
techniques whilst retaining control over 
the quality, quantity and the price of 
services. In far-flung areas where 
medical staff hesitate to go, contracts 
could be given to private doctors to 
provide health care. These could be 
regulated through quasi-legal 
documents. In Punjab, a begin-ning 
has been made with the contracting 
of cleaning, catering and vehicle 
maintenance services. Experiments 
with direct health services such as 
dental, anaesthetist and specialised 
testing facilities are being tried out. 
Improved efficiency is evident. 
Contracts to women doctors from the 
private sector for clinical services in 
peripheral areas have proved very 
useful. Social marketing of government 
subsidized non-clinical contra-ceptives 
has also been attempted with 
reasonable success. The role of the 

traditional medical practitioners in this 
has been commendable. The 
government�s approach however, is 
incremental. It does not want to rush. 

The principles of Subsidiarity44 and 
Specificiarity45  should form the basis of 
government functioning. Loosening of 
central control would allow local 
priorities to be met through locally-
approved methods. The energy and 
will invested by individuals is the key to 
development.�46  

Role of Market  

Even though many developing 
countries attempt to offer 
comprehensive free care, in reality, 
private providers play a significant role. 
Demand for health care is income 
elastic. As income goes up, the 
demand for quality care increases. 
Punjab�s experience reflects this. It is 
widely accepted that a market system 
is more efficient47. It introduces built-in 
competitive pressures48 and strengthens 
opportunities for specialization and 
quality control. 

Emerging market mechanisms 
bring in health insurance, contracting 
and internal markets. These introduce 
the values of the market within 
hierarchical structures, create 

                                              
44 The term has been coined by John Major and 

means that if something can be better 
performed at a lower level, the same should be 
allowed. 

45 Curtis, D. (1996) 
46 Tisch, J. and Wallace, M. 1994 
47  Wolf, C. (1993: 122) 
48 Mather, G. (1989) quoted in Walsh (1995) 
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pressures for efficiency and increase 
responsiveness to service users. The 
price mechanism is used as a basis of 
decision-making and hence poor and 
expensive providers are eliminated. 
Incentives for allocative efficiency 
(because of the purchasers� interest in 
effective provision) and technical 
efficiency (providers are anxious to 
determine optimum methods and 
minimize waste) are created.  

Osborne and Gaebler (1992) state 
that competition is here to stay, 
regardless of what governments do. 
Olson (1982) however argued that this 
can lead to malfunctioning when 
cartels and lobbies pressuriZe 
government to take action to benefit 
their collective membership at the 
expense of the rest of society49. Some 
degree of activity and redistribution 
would therefore be necessary �to 
relieve the inequities resulting from the 
unbridled reign of market forces�50.  
The basis for government intervention 
and regulation would remain. 

Role of Civil Society 

In the new health paradigm, many of 
the tasks and services provided by 
governments will no longer be 
performed by them. The private sector 
will step in where it finds profit. This will 
not take care of everything. The 
vacuum will have to be filled up by 
civil society. Moving from health as a 
�public good� to health as a �common 
good� would create important roles for 
                                              
49 Olson, M.(1982) in The Rise and Decline of 

Nations quoted in Wolf (1993) 
50  Wolf, C. 1993, p 160 

groups, communities, associations and 
individuals. 

Realistically, self-help is the only 
way that such provision is likely to 
come about. Effective health care is 
provided when people with a 
�community of interests� act to learn, 
to manage and to improve their future 
in the best way they can. �People 
must find time away from the daily 
battle of subsistence living to think 
about their resources and how best to 
use them�. For it is the users who know 
what their needs are. It is for them to 
identify the solutions. PRA51 techniques 
can be of help here. Community-based 
organi-zations and private voluntary 
organizations52  need to campaign for 
their rights or better still, attempt self-
provisioning. Community health 
financing and community cost-
recovery schemes can be attempted. 
(Bamako initiative, drug revolving 
funds, etc.) Cost recovery systems are 
the foundations on which common 
strategies for health care can be 
evolved. Groups of women can 
mobilize and provide themselves with 
an appropriate service. This has been 
extremely successful in Punjab through 
women�s health committees in every 
village. The basis of their action was 
the male-female differentials. 
Stakeholders can best initiate and 
nurture changes. Their involvement in 

                                              
51 Participatory Rural Appraisal 
52 Brett (1996). Recent literature and thinking in 

carrying forward the participatory principle 
recommends PVOs over private firms, especially 
for running small services and facilities. 
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cash and kind is crucial. Only then can 
a partnership model emerge.  

The State�s role would be a 
facilitating one, seeing what 
community initiatives can be 
supported. Government then would 
become one of the several actors, but 
the most important actors would be the 
users. Users� associations would foster 
an environment �that is better suited to 
interdisciplinary framework and allows 
for the increased involvement of 
patients in their own health care.�(Mold 
et al, 1991 quoted in Macdonald 1993). 
Such local efforts would lead to the 
establishment of a range of special 
purpose organizations differing in scale 
and interests, meeting local priorities 
through locally approved methods. This 
would ensure effectiveness and 
sustainability. It is with this in mind that 
Ostrum et al (1993) stress the 
�polycentricity� of organizations or 
Toffler (1980) talks of the producers/ 
consumers (prosumers)53 in the �Third 
Wave�. 

Conclusion 

It is not necessary that one must be 
forced to choose between markets or 
government. Realities of development 
and environment make it more 

relevant to ask how both markets and 
governments may be used to improve 
performance in service delivery. The 
government must intervene less where 
it may and more where it must by 
promoting equity, efficiency, 
effectiveness; fostering checks and 
balances, streamlining institutions and 
strengthening local initiatives and 
capabili-ties. Strategies in which 
government supports rather than 
supplants competitive markets offer 
the best hope for meeting present day 
imperfections. The introduction of 
market principles into public services 
will lead to an enabling state, �steering 
not rowing�. On its part the private 
sector will need to seize the 
opportunities provided by government 
withdrawal and offer competitive and 
standardized services. The introduction 
of markets is not enough. It opens the 
realm of choice. The gains serve the 
producers. But the users are looking for 
a satisfaction of their needs. This can 
only be done with user involvement. In 
the new participatory health 
paradigm the most important 
participants are the users. 
Responsibility has to shift to them. The 
time has come for people to assert 
and help themselves. An environment 
that allows and promotes this will alone 
meet with success. 

__________________________ 
53 In Toffler�s version they are producers who 

consume what they produce. Toffler talks of the 
Third Wave being similar to the First wave in some 
respects i. e. the Agricultural society where people
consumed what they produced. It is totally 
different from the Second Wave, which is the 
Industrial phase characterised by large 

i ti hi hi d ti
2 19 
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Introduction 

F THE many health indicators that 
demonstrate comparison 

between developed and developing 
countries, maternal mortality shows the 
greatest disparity.  Every year, eight 
million women suffer severe 
complications as a consequence of 
pregnancy, childbirth and unsafe 
abortion. Over half a million1, 99% from 
poor countries, die. Each year, 
globally, 40-60 million women seek 
termination of an unwanted 
pregnancy under unsafe conditions. 
Worldwide, almost 20 million unsafe 
abortions occur each year, of which 
95% take place in the developing 
world. Globally one in eight 
pregnancy-related deaths, an 
estimated 13% are due to unsafe 
abortions2. Poor maternal health also 
affects the chances of survival of the 
newborn. Although progress in infant 
and child survival has been made, an 
estimated 9.4 million babies still die 
shortly before or after their birth3 

(perinatal period).  

Compounding these problems, 
epi-demics such as HIV/AIDS, malaria 
and tuberculosis began to emerge or 
re-emerge, further complicating the 
world's under-privileged. In sub-
Saharan Africa, with high prevalence 
of HIV/AIDS, maternal to child 
transmission of HIV is reversing the 
gains made in infant and child survival 
in the last decades. 

Maternal mortality in South-East 
Asia accounts for about 40% of global 
deaths. Over 50 per cent of infant 
deaths in the Region occur during the 
neonatal period; nearly two-thirds 
within the first week of birth, mostly due 
to perinatal causes4. 

The South-East Asia Region is 
home to nearly half of the world's poor, 
and women are especially affected 
by poverty. Globally, women from the 
poorest households, with a daily 
income of less than US$1, are at least 
300 times more likely to die due to 
pregnancy-related causes than their 
better-off counterparts5. 

O
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Despite the establishment of an 
impressive health infrastructure, 
countries of South-East Asia are often 
not able to provide life-saving 
emergency obstetric care. A large 
majority of women, particularly the 
poor and the marginalized, do not 
have easy access to such life-saving 
technologies. 

There is a complex interplay of 
socioeconomic, environmental, and 
cultural factors that contribute to this 
situation in reproductive ill-health. The 
low social status of women, the 
historical gender bias against women, 
their lack of decision-making power in 
the family, poverty, ignorance, 
illiteracy and malnutrition, unequal 
access to resources, and, in some 
settings, harmful traditional practices 
militate against survival.  

More direct determining factors 
are the age at marriage and 
pregnancy, the number of births and 
frequency of childbearing, unwanted 
pregnancies and unsafe abortions.  

Health systems in many countries 
have failed not only in addressing 
these issues, but also in providing the 
basic minimum requirements of skilled 
attendance at delivery and rapid 
access to quality care in the event of 
an emergency.  

Dr Brundtland, the Director-
General of WHO, has aptly stated, 
“Maternal mortality is an indicator not 
only of women’s health, but also of 
access, integrity and effectiveness of 
the health sector”. 

Situation Analysis 

In the countries of the South-East Asia 
Region, although significant 
improvement in child survival and 
reduction in infant mortality have been 
observed, maternal mortality remains 
high. Though safe motherhood is a 
high priority programme, most 
deliveries still occur at home and are 
attended by traditional birth 
attendants. DPR Korea, Sri Lanka and 
Thailand have been able to 
successfully address these issues, 
thereby substantially decreasing 
maternal mortality. 

(1)  Maternal Mortality Ratio 

In South-East Asia, maternal deaths are 
grossly under-reported, mainly due to 
non-registration and 
misclassification. The estimated 
maternal mortality ratio (MMR) in the 
Region varies between countries from 
23 (Sri Lanka) to 539 (Nepal) per 
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100 000 live births. Let us look at the 
scenario of the Maternal Mortality Ratio 
of the Member Countries. In 
Bangladesh, MMR is 390, Bhutan 380, 
DPR Korea 105, India 407, 
Indonesia 373, Maldives 200, Myanmar 
180, Nepal 539, Sri Lanka 23 and 
Thailand 446  Hence, it clearly shows 
that eight Member Countries have an 
MMR of above 100.  

(2) Infant Mortality Rate 

The Infant Mortality Rate (IMR) in 
countries of the SEA Region ranges from 
18 (Sri Lanka ) to 83 (Nepal) /1 000 live 
births as shown in Fig.1. IMR in Member 
Countries is as follows:  79 in 
Bangladesh, 63 in Bhutan, 22 in DPR 
Korea, 72 in India, 48 in Indonesia, 50 in 
Maldives, 79 in Myanmar, 83 in Nepal,18 
in Sri Lanka and 29 in Thailand6. IMR had 
shown a considerable decrease from 
142 to 18 in the last two decades (Fig 
1). 
(3) Perinatal Mortality Rate 

As shown in Fig 2, the perinatal 
mortality rate (PNMR) is considerably 
high in seven Member Countries.  The 
World PNMR is 52/1 000 live births, 
whereas it was 85 in Myanmar, 80 in 
Bangladesh, 75 in Bhutan and 
Maldives, 70 in India and Nepal, 60 in 
DPR Korea, 40 in Indonesia, 30 in Sri 

Lanka and 20 in Thailand7. 

(4) Births assisted by Skilled Health 
Personnel 

The percentage of all births attended 
by skilled health workers is considered 
to be the most appropriate process 
indicator.  It is closely related with 
maternal mortality and is readily 
measurable (Fig 3). Current estimates 
indicate that globally, only 56% of 
births are assisted by a skilled person.  

In the Region, in 1998, as per the 
country reports, DPR Korea has the 
highest rate of attendance, followed 
by Sri Lanka, and Thailand. The higher 
the births attended by trained health 
personnel, the lower the maternal 
mortality, except in Maldives. Maldives 
has some peculiarities: the rate of 
trained health personnel attendance 
and MMR as per the country reports 
are both high6 (95% and 200 
respectively). 
Source:  Health Situation in South-East Asia, Basic 

Indicators 2000 (WHO, SEA-2000) 

The direct indicator, the maternal 
mortality data, could be used for 
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Figure 3.  The relationship between MMR and 
%age of births attended by trained health 

personnel in countries of  the SEA Region (1998) 

Figure 2.  Estimated perinatal mortality 
rates in SEAR countries, 1999 
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monitoring the progress achieved in 
reducing maternal mortality only for 
countries with compre-hensive vital 
registration systems. However, other 
countries will have to depend on the 
process indicator, data on skilled 
attendant at delivery. 

Characteristics of Maternal Death 

Research shows that most of the 
obstetric complications cannot be 
predicted. Obstetric complications 
develop in 15 to 20 percent of 
pregnancies. A major portion of these 
deaths occur either at home or in 
transit.  

A pregnant adolescent (10 to 19 
years old) is two to five times more 
likely to die than a woman between 20 
and 25 years of age.  In some 
countries of the Region, 40 to 50 per 
cent of girls are married and become 
pregnant before they reach the age 
of 208. 

Causes of Maternal and Infant deaths 

Globally, 80% of maternal deaths are 
due to direct obstetric complications: 
haemorrhage (25%), sepsis (15%), 
unsafe abortion (13%), hypertensive 
disorders of pregnancy, eclampsia (12%) 
and obstructed labour (8%), other direct 
causes like  ectopic pregnancy, 
embolism, and anaesthetic-related (8%) 
and indirect causes like malaria, 

anaemia and heart disease9(8%). 

Information about the causes of 
maternal and neonatal deaths are not 
available in all Member Countries. 
Anaemia during pregnancy is a major 
contributor to maternal death and low 
birth weight. More than 70% of pregnant 
women in South-East Asia Region suffer 
from nutritional anaemia8. An overview 
of available information on the causes 
of maternal deaths for five countries of 
Region is shown in Table given below. 
For Myanmar, the information is hospital-
based and abortion was the main 
cause of maternal death. In India and 
Nepal, it is based on large-scale sample 
surveys in some parts of the country 
and haemorrhage is the main cause of 
death. Anaemia is responsible for one-
fourth of maternal deaths. In Sri Lanka 
and Thailand, the information is from 
data collection by health services, and 
indirect causes and obstructed labour 
respectively are the main causes of 
maternal deaths. 

Death of newborns during the first 
week of life is largely the result of 
inadequate or inappropriate care 
during pregnancy, child-birth, or the first 
critical hours after birth. The major 
causes of neonatal mortality are 
neonatal infections, birth asphyxia and 
trauma, preterm birth and/or low birth-
weight and congenital anomalies7. 
Anaemia may also contribute to 
perinatal morbidity and mortality by 
increasing the likelihood of intrauterine 
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Table. Distribution of maternal deaths by cause in selected countries of the Region 

India Myanmar Nepal Sri Lanka Thailand 
Causes 

(1994) (1989-90) (1997-98) (1995) (1996) 

emorrhage 23.7 14.6 36.4 20.1 26.2 

sis 10.6 12.9 8.4 9.3 1.7 

ertensive disorders and 
ampsia 

13.1 10.8 9.8 15.7 8.0 

structed labour 6.4  11.4  37.1 

afe abortion 12.6 38.3 3.8 4.5 16.9 

er direct causes    5.0 6.8 

indirect obstetric 
ses 

 10.3 23.5 45.0 3.4 

emia 19.3  2.3   

er indirect causes   21.2   

nown/non-classifiable  
ses 

14.2 13.1 6.8   
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growth retardation and the pre-term 
delivery8. 

The prevalence of low birth weight 
varies from 1% (DPR Korea) to 50% 
(Bangladesh) in countries of the SEA 
Region. It is 50 in Bangladesh, 23 in 
Bhutan, 1 in DPR Korea, 30 in India, 11 
in Indonesia, 20 in Maldives, 23 in 
Myanmar, 25 in Nepal, 18 in Sri Lanka 
and 8 in Thailand6. 

The “three delays” increase the 
risk to a women’s life during 
pregnancy: 

Delay in deciding to seek medical 
care; 
Delay in reaching a medical 
facility with comprehensive 
obstetric care, and 
Delay in receiving quality care at 
the facility. 

The first two delays (delay 1 & 2) 
relate directly to the issue of care 
encompassing factors in the family 
and community. The third delay is 
connected with factors related to 
health facility and quality of care10. 

Clearly, some 80 per cent of both 

maternal and neonatal mortality could 
be prevented if these interventions are 
made available in time to all needy 
women and babies. The clinical 
technology to address these and the 
causes of perinatal death are 
available and effective. Ensuring 
avoidance of unwanted pregnancy 
through family planning could prevent 
an estimated one third of maternal 
deaths. 

Making Pregnancy Safer and  
the Safe Motherhood Initiative  

The Global Safe Motherhood Initiative 
(SMI) launched in 1987 has succeeded 
in putting maternal health at the 
forefront of the international public 
health agenda.  Despite this, and 
considerable investment of resources, 
the reality on the ground for pregnant 
women and newborns is that there has 
been very little change.  

The Making Pregnancy Safer 
(MPS) Initiative was launched by Dr 
Gro Harlem Brundtland, Director-
General, WHO at the "Maternal 
Mortality Advocacy Meeting" in 
Maputo, Mozambique on 19 April 1999 

PartnershipPartnershipPartnershipPartnership
Making PregnancyMaking PregnancyMaking PregnancyMaking Pregnancy    

SaferSaferSaferSafer
AdvocacAdvocacAdvocacAdvocac

ImprovingImprovingImprovingImproving    
national national national national     
capacitycapacitycapacitycapacity 

ResearchResearchResearchResearch    & & & &     
developmentdevelopmentdevelopmentdevelopment

MonitoringMonitoringMonitoringMonitoring    
& evaluation& evaluation& evaluation& evaluation

Socioeconom
icdevelopme
nt
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Safe Safe Safe Safe MotherhoodMotherhoodMotherhoodMotherhood    
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to respond to the global challenges of 
maternal and newborn health.  MPS 
initiative is a health sector strategy 
aimed at reducing maternal and 
perinatal morbidity and mortality within 
the broader context of safe 
motherhood and reproductive health. 
It is a significant component of the 
Safe Motherhood Initiative that will be 
implemen-ted within its framework, to 
ensure that all pregnancies are 
wanted, that all women have safe 
pregnancies and childbirth, and that 
infants are born alive and healthy.  

The technical foundations of MPS 
are provided by the following three 
messages: 

Key MPS Messages 
1. Every pregnancy ought to be 

wanted. 
2. All pregnant women and their 

infants should have access to 
skilled care. 

3. Every woman should be able to 
reach a functioning health 
facility to obtain appropriate 
care when complications arise. 

The Making Pregnancy Safer 
Initiative builds on the lessons learnt 
from ten years of implementing the 
Safe Motherhood Initiative, which 
articulate a clear consensus on the 
most effective strategies that will 
reduce maternal mortality. These are 
founded on a realistic understanding 
of the social, economic, cultural and 
technical barriers that must be 
overcome to reduce maternal and 
neonatal morbidity and mortality. 

Research and practical 
experience gathered during SMI have 
resulted in a greater understanding of 
health interventions which are 
effective in reducing the incidence 
and severity of major complications 
associated with pregnancy, childbirth 
and the postpartum period for mothers 
and their infants. 

What is new in the MPS Initiative is, 
therefore, its focus on the following: 

• Recognition of the risks faced in 
every pregnancy; 

• Ensuring skilled attendance at 
delivery (and not solely on 
TBAs); 

• Ensuring access to referral 
care, especially when 
complications arise; 

• Prevention and management 
of unwanted pregnancy and 
unsafe abortion; 

• Measurement of  progress, and 
• Maximizing the power of 

partner-ships. 

The Regional Strategy of the WHO 
Making Pregnancy Safer Initiative is to 
work with the health sector, focusing 
on the provision and utilization of 
effective evidence-based 
interventions in the community that 
target the major causes of maternal 
and newborn morbidity and mortality 
through strengthening the health 
systems and identifying actions 
needed at community level.  

MPS will focus on the required 
health systems functions that are 
essential in addressing the complex 
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challenge of maternal and newborn 
illnesses and deaths, together with the 
interventions needed at community 
and policy levels to ensure that 
unwanted pregnancies are reduced 
and appropriately managed, and that 
women and their newborns have 
access to and can utilize the care they 
need, when they need it with 
particular emphasis on skilled birth 
attendance at delivery and provision 
of an appropriate and effective 
continuum of care. Experience over the 
past decade has also shown that a 
single intervention by itself is not 
sufficient; what is needed is a 
continuum of care to reduce maternal 
and newborn morbidity and mortality.  

WHO is currently working on 
develop-ing a better understanding of 
requirements related to four health 
system functions: stewardship, 
financing, resource generation, and 
health service provision. These functions 
require actions at different levels. It is 
important to focus on the critical 
factors for each of the functional areas 
and also on crucial links among the 
functions. Critical factors may vary 
according to different contexts and 
circumstances. These factors may 
account for some of the gaps between 
the potential to improve health 
outcomes and actual health system 
performance. 

This framework can provide insight 
into the nature and complexity of a 
health system and the way in which it 
engages with the population it serves. 
The safe motherhood interventions are 
more likely to succeed when they are 
planned and implemented hand in 

hand with health system interventions 
necessary to support them with respect 
to the system of which they are a part. 

The Making Pregnancy Safer 
initiative will operate at global, regional 
and country levels, working through 
national and international partners in 
line with WHO’s Country Cooperation 
Strategies. The initiative represents a key 
WHO contribution to new global 
movements in international health and 
development, notably poverty 
reduction strategies (including the 
massive effort to address the diseases 
of poverty), sectorwide approaches 
and health sector reform. Its 
implementation will involve strong links 
to other health programmes that deal 
with issues such as HIV/AIDS, malaria, TB, 
Integrated Management of Childhood 
Illness (IMCI), immunization and 
nutrition. 

The goals of the Making Pregnancy 
Safer and the Safe Motherhood 
Initiative are the same and are as 
follows: 

Reduction of maternal and 
newborn morbidity and mortality, 
specifically: 

• Pregnancy-related mortality by 
75 per cent from the 1990 levels 
by 2015. 

• Infant mortality to below 35 per 
1 000 live births by 2015. 

• In countries where maternal 
mortality is very high, at least 50 
per cent of all births should be 
attended by skilled attendants 
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by 2005, 60 per cent by 2010, 
and 40 per cent by 2015. 

The objectives of the Making 
Pregnancy Safer Initiative are to 
improve equitable access, use and 
quality of maternal and newborn 
services; and identify family and 
community practices for maternal and 
newborn health. 

To achieve these objectives, MPS 
will focus on six work areas.  Each work 
area will take an evidence-based 
approach to safe motherhood and 
place this firmly within the context of 
health systems strengthening and 
current health sector reforms.  In 
addition, care will be taken to integrate 
safe motherhood interventions with 
other important initiatives such as those 
to combat HIV/AIDS.  

(1) Providing technical and policy 
support and strengthening 
govern-ment capacity to plan, 
design and implement 
effective evidence-based 
technical and health system 
interventions, as well as to 
identify the necessary actions 
at the community level to 
improve maternal and 
newborn health.  The initiative 
has begun in ten selected 
countries where Making 
Pregnancy Safer is building 
upon already existing efforts. 
The lessons learnt will be 
carefully documented and 
shared with other countries.   

(2) Advocating support among 
interested parties at global, 
regional and country levels, to 
increase resources, promote 
consistent, ethi-cal and 
evidence-based policies, and 
ensure that safe motherhood is 
kept high on the international 
and development agenda. 

(3) Building effective partnerships 
among global, regional and 
national partners in order to 
maximize available resources 
and ensure better coordination 
of maternal and newborn 
health plans and activities. 

(4) Establishing norms and 
standards and developing tools 
for maternal 
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and newborn health care, and 
supporting countries and 
partners in adapting them for 
local use and special 
circumstances (such as 
complex emergencies) with a 
focus on highly vulnerable 
populations. 

(5) Promoting, coordinating 
research and disseminating 
findings in areas that are 
crucial to improve maternal 
and newborn health. 

(6) Monitoring and evaluating 
imple-mentation of the work 
supported by the Making 
Pregnancy Safer initiative, 
including assessments of 
maternal and newborn health 

programmes. The initiative will 
also provide global monitoring 
of maternal and perinatal 
health indicators in order to 
assess progress towards 
universally agreed goals and 
milestones.  

Globally, ten countries that have 
very high maternal mortality (first 
priority) have been identified as MPS 
spotlight countries. These are: Ethiopia, 
Mauritania, Mozambique, Nigeria, and 
Uganda in the African Region, Bolivia 
in the American Region, Sudan in the 
Eastern Mediterranean Region, 
Moldova in the European Region, 
Indonesia in South-East Asian Region 
and the Laos PDR in the Western 
Pacific Region.
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Health Information Systems in Support of 
Health Systems Performance Assessment 

Dr Myint  Htwe* 

Abstract 
This document is aimed at highlighting certain important issues relating to 
health information systems and their relevance to health systems 
performance.  These issues are either directly or indirectly linked to the validity 
and reliability of the outcome of the health systems performance assessment 
process.  Actions needed to strengthen/improve the health information 
systems in the light of the health systems performance assessment process 
are also discussed.  

                                                           
* Regional Adviser, Evidence for Health Policy Unit, Department of Evidence and Information for Policy, 

WHO/SEARO, New Delhi. 

Introduction 

OLICY in the WHO Regional Office 
for South-East Asia accords priority 

to assisting national Health Information 
Systems (HIS) focal points in the 
respective Member Countries in 
obtaining reliable, valid and timely 
data required for the health systems 
performance assessment (HSPA) 
process. In this context, the 
infrastructure, framework and 
performance of HIS in the respective 
countries plays a pivotal role in 

assessing the performance of their 
health systems.  

Current WHO methodology, which 
will be modified soon to assess health 
systems performance, is generally very 
comprehensive and mainly composed 
of three major domains: Healthy life 
expectancy (level of health in a 
population and distribution of health), 
health system responsiveness (level 
and distribution), and fairness in 
financial contribution.  In order to use 
the present WHO methodology or 
whatever newer or modified methods, 

P
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various basic data/ information are 
required. All the data required for 
HSPA may not be available from the 
existing HIS in the countries.  To that 
effect, one may need to review to 
what extent various types of data may 
be available from HIS as well as other 
sources for the HSPA process.  

HSPA can be made from different 
perspectives using different 
methodologies or approaches 
depending on the requirement. The 
availability of resources and 
sustainability factor have to be taken 
into consideration while selecting the 
method to be used. This is especially 
important for developing countries in 
our Region.  It would not be practical 
to carry out ad hoc activities and 
conduct surveys all the time to get 
data input for the HSPA process, 
although the data and information 
arising out of ad hoc activities and 
surveys may be relatively more 
accurate than the routinely collected 
data from the existing HIS in the 
country. This may be because of the 
special attention given in conducting 
these ad hoc activities and surveys. 
However, in the long run, it would be 
more cost-effective to improve the 
routine data collecting forms, data 
transmission and, feedback systems, 
and the analytical capabilities of the 
health professionals working in HIS, 
through various mechanisms. 

As health systems performance 
encompasses a broad range of 
domains, it is also necessary to 
consider which domain (as well as 
components of each domain) is 
important in the context of the overall 

scenario of the country concerned. 
This particular aspect is singularly 
important because one may, 
sometimes, not be able to include a 
full range of components that may be 
required for evaluating health systems 
performance. Initially, countries may 
opt for this, as it will be less costly and 
the activities required will also be less 
labour-intensive. Some simple 
management techniques like 
brainstorming, focus group discussions 
and nominal group method may be 
used to arrive at the overall framework 
and mechanisms to be used in the 
country for sub-national assessment of 
health systems performance. This line 
of action may be contemplated if a 
country does not want to go ahead 
immediately with the full-fledged WHO 
methodology on health systems 
performance assessment for want of 
manpower and financial resources.  

Supporting WHO methodology to 
assess health systems performance 
through the services of routine HIS  

A review of the status of utilization of 
currently available data generated by 
HIS is required immediately.  It is 
observed that various countries in the 
Region are practising this, applying a 
wide range of mechanisms.  However, 
there is still room for improvement. One 
needs to develop an “information 
culture”, similar to “research culture”, 
in health professionals dealing with or 
related to HIS.  This cannot be done in 
one stroke. A phased approach is 
called for.  
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A review of the primary sources of 
data in the country, such as vital 
events registers, routine health services 
records, epidemiological surveillance 
systems, disease registers, sample 
surveys, population and household 
censuses, income and expenditure 
surveys, national health accounts, and 
surveys on health status is also 
necessary. The capacity to generate 
data, validity and reliability, as well as 
the sustainability aspects of various 
data sources should be included in the 
review process. 

The following activities may be 
contemplated in order to assess the 
current status of HIS: 

• A quick review of the data 
collecting forms, data 
transmission system, capacity 
of the data gatherers, data 
analysis pattern, capability of 
persons who analyze the data 
or transform data into 
information and the overall 
infrastructure of HIS in terms of 
resources currently available in 
the country to reveal the gaps, 
weaknesses and strengths in 
HIS. A checklist for the review is 
being prepared by WHO in 
collaboration with technical 
experts in Member Countries, 
and will be available soon. 
Exploratory analysis can then 
be made to make HIS more 
dynamic and responsive to the 
needs of the country to carry 
out HSPA; 

• Review of the annual reports 
and other documents 
produced by HIS in terms of 
coverage in time and space, 
as well as critical analysis on 
the data and information 
included in these reports and 
documents; 

• Review and 
organization/categoriza-tion of 
data that may be useful for 
HSPA in the light of what is 
actually required or actually 
used in the WHO framework for 
HSPA; 

• Detailed discussions (focus 
group discussion and 
brainstorming) on the possibility 
of incorporating additional 
parameters and information, 
required for HSPA, into the 
existing HIS framework, without 
imposing too much burden on 
it. 

Various mechanisms could be 
explored to improve the already 
known issues of the existing HIS in the 
countries of the Region. Some 
scenarios are mentioned below.  

• Data collection systems are 
over-loaded with many data 
collections forms.  Most of the 
data generated by the system 
are just ignored and not utilized 
properly.  How can the 
situation be improved? 

• How to increase the capability 
and capacity of HIS 
professionals, so that proper 
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analysis of data can be made 
at different levels of the 
system?   

• How could appropriate and 
practical feedback 
mechanisms in HIS be 
established?  This activity is 
essential to make HIS dynamic 
and responsive to the needs.  

• How can an information culture 
be promoted in the health 
system, which will also 
encourage analytical thinking? 

• How could appropriate tools 
for translating data into 
information available be 
fashioned and the right 
method of applying these tools 
imparted?  

Future directions 

The existing health information system 
must be strengthened in various areas 
so that it can fully support in assessing 
the performance of health systems in 
the most practical and user-friendly 
manner.  The checklist at the end of 
this article highlights some general 
issues that need to be considered 
before embarking on a systematic 
review of the existing health 
information system in support of 
national and sub-national assessment 
of health systems performance. 

Various sub-systems of HIS must be 
complementary to one another. There 
must be one central mechanism to 

coordinate the activities as well as the 
output of the sub-systems, which serve 
as important data sources to the HSPA 
process.   

The ultimate aim of HIS is to 
promote the utilization of data and 
information ema-nateing from it for 
evidence-based decision-making from 
the implementation level to the policy-
making level. In this context, inculca-
tion and establishment of an 
information culture, similar to that of a 
research culture, must be promoted in 
a phased manner, using various 
country-specific approaches. 

Sub-national assessment of health 
systems performance should be 
promoted, as it can lead to evidence-
based information 
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useful for policy-making at the national 
level.  This process necessitates joint 
input (technical, financial and 
manpower resources) from 
international agencies, NGOs, and 
national health programmes.   

The WHO Regional Office in 
collaboration with WHO/HQ will assist 
the countries of the Region in 
strengthening the national HIS, so that 
it becomes more responsive to the 
needs of the countries, especially for 
the HSPA process. 
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Checklist for Review of the Strengths and Weaknesses of the 
Existing HIS in Support of Health Systems Performance Assessment 

A swift assessment can be made on some major aspects of HIS mentioned 
below. These aspects are to be considered in the light of the overall 
organizational framework, resource availability and the HSPA process. A 
full-fledged assessment can be made as a second phase. The following 
checklist questions can be used as a quick reference to elicit the required 
preliminary information: 

Policy and general issues 
• Is there a ministerial policy on HIS? 

• Overall organizational structure of the national HIS. What is the 
frequency of reviewing the work of HIS? 

• Status of functional linkages (practicality, utility, feedback, specific 
responsibility) among sub systems of HIS 

• What are the resources available for HIS? What capacity-building 
activities for HIS staff were undertaken? What are the career ladders or 
future prospects of the HIS staff? 

Data collection 
• Whether review and revisions were made on the data collecting forms? 

If so, details of it should be studied.   

• How are medical records in hospitals kept and used? A quick review of 
disease registries should be carried out. 

Data transmission 
• How and by whom are the reporting forms filled, and whether these 

people have been regularly trained and oriented?  

• How are the data in the forms being stored?  Is the software used for 
storing and transmitting data user-friendly or not?  

• System of flow of reporting forms; how these are being analyzed; the 
analyzed information documented, and the documented information 
utilized by decision-makers and programme managers of different 
health programmes.  

• Are there data sieving or catching points in the data transmission 
system? 
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• Is there a feedback mechanism from respective data transmission 
points to the level below?  

 

Data presentation 
• How are the data presented (health profiles, fact sheet) at the lowest 

level of the health care system?  If available, how was it prepared and 
utilized? As this is an action level, is there any standard activity and 
framework in place, to improve it in order to suit the changing 
requirement?   

• Is there a built-in mechanism for checking the reliability of data 
generated by HIS and how it was done? 

Utilization of data/information 
• Is there a six-monthly or annual meeting to analyze and review the 

health situation (including hospital administration and disease pattern 
data) in an area? 

• Are there data analysis workshops held on the data emanating out of 
the HIS ?  If so, review the whole process.  How are data and 
information available in the reports utilized for decision-making?   

• How are data from private sector and NGOs incorporated? 

• How are survey data considered in light of the data coming out of the 
routine HIS? 

Role of HIS 
• How is the process of drawing National Health Plan? To be considered 

from the perspective of data utilization eg. country health 
programming exercise. 

• How are WHO programmes and other country health programmes 
planning their work? What is the role of HIS in the whole process?   

• What is the role of HIS in budget allocation to different departments in 
the Ministry of Health?  

• What is the overall role of the HIS Director at the Department and at 
the ministerial level?   

• What is the relationship between the format in which information is 
displayed (maps, action-oriented graphs, etc.) and its use in 
management decision-making at different levels of the health system? 
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WHO Quality Management Programme for Blood  
Transfusion Services in South-East Asian Countries, 

2001 
Dr Sudarshan Kumari* and Dr Rajesh Bhatia* 

Abstract 
Quality management in blood transfusion services has been accorded 
priority to assure safety, quality and adequacy of blood in all the countries. 
Quality management was planned to be implemented through training 
courses, initiation of a regional external quality assessment scheme, 
establishment of a regional quality centre and networking among the blood 
bank. During 2001, 82 quality managers were trained in ten countries of 
South-East Asia to improve the quality of blood transfusion services. A regional 
quality centre has been identified to provide post-training support to these 
trainees as well as to organize similar courses. A regional external quality 
assessment scheme for blood group serology and transfusion transmissible 
infections has been initiated. Follow-up activities have been planned to 
expand and strengthen the quality component in all spheres of blood 
transfusion services. 

                                                           
* Blood Safety and Clinical Technology Unit, Department of Communicable Diseases, WHO, SEARO, New 

Delhi 

LOOD is the most precious and 
unique gift that one can give to a 

fellow human-being. Safety, 
adequacy and quality of  blood are 
essential features of any blood 
transfusion service (BTS). The World 
Health Organization (WHO) has 

identified blood safety as one of the 
priority areas. The theme of the World 
Health Day for 2000 was “Safe blood 
starts with me”. Concerted efforts have 
been initiated by WHO to assure blood 
safety, especially in developing 
countries where not only the 

B



WHO Quality Management Programme for Blood Transfusion Services in SEA Countries, 2001 

Regional Health Forum – Volume 6, Number 1, 2002 35 

availability of safe blood has been 
inadequate, but its quality is also 
considered uncertain. To achieve the 
desired quality standards, efforts are 
also being directed towards 
strengthening of organi-zation of blood 
transfusion services and ensuring 
quality management in these. 

The South-East Asia Region (SEAR) 
of WHO comprises ten countries viz. 
Bangladesh, Bhutan, Democratic 
People’s Republic of Korea, India, 
Indonesia, Maldives, Myanmar, Nepal, 
Sri Lanka and Thailand. In six countries, 
specific organiza-tions have been 
given the mandate for national blood 
transfusion services. Only five countries 
have defined regulatory mechanisms 
to assure the quality of manu-facturing 
practices and monitor the 
performance of uniform and standard 
procedures. National blood policy, 
which gives direction, indicates 
commitment and ensures availability 
of appropriate resources, is being 
implemented only in two countries.  

Around 2 500 blood banks are 
operational in these countries. These 
blood banks collect around 7 million 
units of blood every year against an 
estimated demand of 15 million units. 
In spite of universal knowledge that 
voluntary non-remunerative blood 
donation is the cornerstone of assuring 
safety of blood, only 61% of the blood 
collected in these countries is provided 
by voluntary non-remunerated donors.  

Optimal use of available blood 
includes use of blood components 

specifically required instead of whole 
blood, and resorting to transfusion only 
when necessary. Data from SEAR 
countries show that nearly 78% of the 
blood collected is used as whole 
blood, while only 22% is being 
converted into components1. This 
reduces optimal utilization of a single 
unit of blood which could otherwise be 
divided into a number of components.  

With 110 million people infected 
with HIV (5 million), hepatitis B (80 
million) and C viruses (25 million) in 
SEAR countries, effective screening of 
blood against these blood-borne 
infections can reasonably assure blood 
safety. However, universal quality 
screening for all three agents is yet to 
be firmly established.  

Quality management by 
improving quality in all aspects of BTS 
and assuring safety, adequacy and 
quality of blood has been shown to 
play an important role to overcome 
these problems. Many activities were 
planned in SEAR countries during 2001 
to achieve these objectives. These 
include: quality management training 
courses (QMT), initiation of a regional 
external quality assessment scheme, 
establishment of a regional quality 
centre and networking among the 
blood banks. Maximum emphasis was 
laid on capacity building and training 
of quality managers for integrating the 
principles and practice of quality in all 
aspects of BTS. The training courses 
emphasized understanding of 
essentials of quality as accepted 
internationally at present, as well as 
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methods of implementation of these in 
all the spheres of BTS.  

Development of Teaching/Training 
Material on Quality in Blood Transfusion 
Services  

WHO envisaged training of blood bank 
professionals with uniform teaching 
material and methodology. The broad 
framework of the curriculum, teaching 
materials, group activities, exercises 
and duration of QMT course were 
developed with inputs from 
international experts. The initial drafts 
were prepared by an international 
editorial group. Global consensus was 
achieved through a series of meetings 
at WHO HQ Geneva.  

The training material, group work 
and exercises for QMT courses were 
refined and finalized in consultation 
with regional experts as well as 
programme managers of all the 
Member Countries of SEAR to make 
them appropriate to their needs2. 
These were field tested in the first 
regional QMT held at Bangkok during 
March-April 20013. Sub-sequently, a 
review meeting of regional facilitators 
was convened at New Delhi in May 
2001 to improve the curriculum as well 
as course material, based upon the 
feedback and experience gained at 
the Regional QMT course4. The 
teaching material thus developed was 
used in three national courses held 
during the second half of 2001 in 
Indonesia, Myanmar and India. 

Quality Management Training C

Quality Management Training
courses were primarily direc
upgrading the skills of middle 
professionals.  

A three weeks’ regional Q
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stimulating the participants to manage 
their services in an efficient manner to 
assure quality of their products and 
services. The efficacy of training 
through QMT courses was assessed 
through a well-defined questionnaire. A 
significant increase in the knowledge of 
the participants on basic quality issues 
as well as quality as applied to BTS was 
observed (Fig 2).  

Regional Quality Centre 

Realizing the need and the 
importance of post-training support to 
the participants as well as to follow-up 
the activities being undertaken by 
them, the National Blood Centre, 
Bangkok, Thailand of Thai Red Cross 
Society was designated as a Regional 
Quality Centre. The centre was 
supported through the provision of 
communication equipment to 
facilitate their continuous interaction 
with the participants and also to act as 
a regional resource centre for quality 
in BTS. This centre shall provide 
continuous post-training support to 
quality managers who have been 
trained in various QMT courses, by 
maintaining continuous contact with 
the trainees of the first regional QMT 
course and providing them the 
required technical support. The 
expertise and infrastructure available 
at this centre will also be utilized in 
conducting QMT courses in future. 

Regional external quality assessment 
scheme  

An independent assessment of quality 

is an essential ingredient of any quality 
programme. Two centres under the 
Department of Medical Sciences, 
Ministry of Public Health, Thailand have 
been identified as organizers of 
regional external quality assessment 
scheme (EQAS) for blood group 
serology as well as screening for HIV 
and hepatitis B virus for SEAR. Need-
based strengthening of these centres 
by providing them with scientific and 
communication equipment as well as 
laboratory reagents was undertaken. 
The first cycle of this scheme 
commenced in January 2002 for the 
participants of the regional QMT who 
have been sensitized to the need, 
importance and mechanism of 
participation in EQAS during the QMT 
course.  

Development of national blood policy 

A national blood policy enunciating 
the commitment of the country and 
allocation of appropriate resources to 
ensure an efficient nationally 
coordinated blood transfusion services 
is considered the cornerstone for 
assuring safety, quality and adequacy 
of blood. Realizing that except 
Thailand and Nepal, no other Member 
Country of SEAR had a national blood 
policy, an intercountry consultation 
was convened at Yangon, Myanmar 
to develop draft national blood policy 
and guide Member Countries in 
formulating a plan of action to 
develop and implement this policy.  
Regional Health Forum – Volume 6, Number 1, 2002 37 

0
5

10
15
20
25

Ba
ng

la
de

sh

Bh
ut

an

D
PR

 K
or

ea

In
di

a

In
do

ne
si

a

M
al

di
ve

s

M
ya

nm
ar

N
ep

al

Sr
i L

an
ka

Th
ai

la
nd

Figure 1: Quality  managers trained from 
various countries in SEAR



Health Care 

38 Regional Health Forum – Volume 6, Number 1, 2002 

Promoting safe blood transfusion 
practices 

Apart from QMT courses which are 
targeted towards promoting safe blood 
transfusion practices, “hands-on” 
national training course was organized 
in Nepal for immuno-haematology 
and transfusion transmissible infections 
in June 2001 and a national workshop 
on clinical use of blood was held at 
New Delhi in March 20015. Sensitization 
of provincial Programme Directors of 
India in assuring quality and safety of 
blood was undertaken through a 
national meeting at Shimla, India in 
July 2001. 

Future Plans 

The activities for promoting quality 
manage-ment shall continue in the 
next biennium (2002-2003) with 
emphasis on training a larger number 
of quality managers in general aspects 
of quality management, as well as 
specific technical and management 

areas of BTS to strengthen these 
services so as to provide adequate 
quality and safe blood to the people 
in the countries of SEA Region. Short 
duration hands-on need-based 
training courses on various technical 
issues with emphasis on quality shall be 
encouraged both at the national and 
sub-regional levels. To promote clinical 
use of blood to effectively utilize the 
donated blood, orientation courses for 
blood transfusion services experts as well 
as the users including surgeons, 
physicians and anesthesiologists shall be 
organized. The mechanism of 
independent external assessment of 
quality in BTS shall be strengthened 
through the initiation of national EQAS 
in blood group serology and 
transfusion transmissible infections, 
especially HIV, hepatitis B and hepatitis 
C. WHO shall continue to provide 
support to regional quality centres and 
organizers of regional EQAS. All 
national EQAS organizers shall be 
included as participants in the regional 
EQAS.
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Alzheimer’s Disease: Of Emerging Importance 
Dr Chicot J. Vas,* Dr S Rajkumar,**  

Dr Panas Tanyakitpisal,+ Dr Vijay Chandra++ 

                                                           
*   Consultant Neurologist, 513 Caraim, Chorao, Tiswadi, Goa 403 102 
**  Director, Centre for Rural and Remote Mental Health, University of Newcastle, Bloomfield Hospital,  

Orange, NSW 2800, Australia 
+   Department of Neuroscience, Somdet Chaopraya Hospital, Bangkok, Thailand 
++ Regional Adviser, Health and Behaviour, South-East Asia Regional Office, World Health Organization, 

Indraprastha Estate, New Delhi, India 

Introduction 

EVERAL centuries before Christ, 
Chinese, Egyptian, Greek, Indian 

and Roman healers were aware that 
advancing years and old age were 
associated with disorders of memory 
and other brain functions. In some 
cases, people who had previously 
been very intelligent and sensible 
started “…behaving like children….” 
However, till the late 19th century, 
these symptoms were considered as a 
“part of old age.” It was only in 1906 
that Dr Alois Alzheimer vividly 
described a patient with 
manifestations of dementia and since 
1907, this common cause of dementia 
has been called Alzheimer’s disease. 

Alzheimer’s disease is known to 
occur in all parts of the world where it 
has been systematically researched. It 
can affect anyone, regardless of 
caste, creed, race, socioeconomic 
group or gender. As far as is known, it 
can affect anyone; even Mr Ronald 
Reagan, the former President of USA 
has Alzheimer’s disease. But nobody 
can be sure beforehand who will be 
affected. Unfortunately, myths and 
misconceptions about the disease are 
better known than facts. This often 
deprives patients of proper medical 
treatment, much to the detriment of 
both the patient and the family. 

Myths and misconceptions about 
Alzheimer’s disease 

S
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Many myths and misconceptions 
prevail about Alzheimer’s disease. It is 
not only the common man but some 
physicians too, who lack a proper 
understanding of this disease. 

A common belief is that 
Alzheimer’s disease is senility, and since 
old age cannot be reversed, it is futile 
to seek medical help. The fact is that  
Alzheimer’s disease is NOT “normal old 
age”. Every elderly individual does not 
have nor will have this disease. Thus, it 
is important to be aware of the signs 
and symptoms, which could suggest 
this disease and consult a qualified 
medical practitioner to assess the 
person. 

Another incorrect belief equates it 
with “madness”. Although some 
Alzheimer’s disease patients have 
abnormal behavioural symptoms, 
these are an integral part of the 
disease process. Under no 
circumstances should this be 
considered “madness”. The patients 
are unable to control their behaviour 
and therefore, appropriate treatment 
is necessary. Although psychiatrists do 
treat Alzheimer’s disease, every 
patient treated by them is not “mad”. 

There is also a sense of fatalism in 
the communities of South-East Asia, thus 
accept-ing the signs and symptoms of 
this disease as “old age”. In general, 
society in South-East Asia respects the 
elderly and minor deviations in 
behaviour are tolerated. There is no 
cause for worry as long as it remains a 
“minor” deviation from the normal. 
However, waiting for a crisis situation or 

for the disease to advance is un-
desirable. Both extremes should be 
avoided, i.e. perpetually worrying 
about every minor deviation in 
behaviour, or not to worry at all about 
major deviations in behaviour. A 
judicious middle path of concern for 
elderly family members is most 
desirable.  

Mild memory loss: an inevitable 
consequence of ageing 
The ageing process occurs in every 
living species, so also in human beings: 
greying of hair, wrinkling of the skin, 
hardening of arteries, aches and pains 
in joints, weakening of eyesight. The 
aged often complain that their 
memory power has decreased over the 
past few years. While they recall events 
of the past, they tend to forget more 
recent events. Remembering names 
and finding the ‘right word’ seem to be 
a problem but, as they have 
discovered, the words do come back 
later when they stop trying too hard. It is 
well known that learning gets harder as 
one grows older. These are the features 
of advanceing years, which are to be 
expected, but are of no consequence, 
as they do not interfere with daily life. 
This basically implies that minor 
forgetfulness, such as forgetting where 
one has kept the keys, is of no 
consequence. Sometimes people get 
very concerned about minor 
forgetfulness which is completely 
normal in old age, and confuse it with 
Alzheimer's disease.  



Alzheimer’s Disease: Of Emerging Importance 

Regional Health Forum – Volume 6, Number 1, 2002 41 

In some people, advancing age is 
accompanied by loss of intellectual 
capability so marked that it becomes a 
disease. This very rapid decline is known 
as Alzheimer’s disease.  

Between the inevitable 
consequences of ageing and 
Alzheimer’s disease is a ‘gray area’ in 
which some people suffer loss of 
intellectual functions that is more than 
mild and yet not severe enough to be 
considered Alzheimer's disease. 
Scientists are unsure of the terminology 
vis-à-vis these patients. Many terms are 
in use, for example, minimal cognitive 
impairment or benign senescence of 
old age. This is an area for intense 
research to determine whether these 
cases will eventually progress to 
Alzheimer’s disease and, if so, who will 
progress and why, or which of these 
cases remain in the ‘grey area’. 

What is dementia? 
Dr Philippe Pinel (1745-1826), the 
founder of modern psychiatry, first used 
the word ‘dementia’ in 1797. The 
concept of dementia and the word 
itself are clearly not new. Dementia is 
generally defined as the ‘loss of 
intellectual abilities (medically called 
cognitive function) of sufficient severity 
to interfere with social or occupational 
functioning’ (Diagnostic and Statistical 
Manual of the American Psychiatric 
Association).  

Intellectual capability is a 
complex function consisting of many 
individual “components”, such as, 

memory, problem-solving, calculation, 
speech, ability to find the way, 
analyze problems, etc. 

Components of intellectual capability… 

• Memory and learning 

• Attention, concentration and 
orientation 

• Thinking (e.g. problem-solving, 
abstraction) 

• Calculation 

• Language (e.g. comprehension, 
word finding) 

• Geographic orientation 

Dementia is a loss of multiple 
components of intellectual function. 
Contrary to popular belief, loss of 
memory is not the only deficit in 
dementia. However, since it is the 
most important component in day-to-
day living, it causes significant 
impairment to patients, thus, bringing 
them to a doctor. Neuropsychologists 
have developed tests for each of 
these components of intellectual 
function. Dementia leads to a 
deterioration in all these components 
of intellectual function. 

Doctors now know that dementia 
can occur as a result of many 
diseases. In some cases, it is not known 
exactly why the patient has dementia, 
as in dementia due to Alzheimer’s 
disease. In other cases, there is a 
contributory cause. These contributory 
causes may emanate primarily outside 
the brain, as in certain thyroid diseases, 
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or may be due to abnormalities of the 
brain such as multiple strokes, 
increased pressure in the brain and 
degenerative disorders, wherein brain 
cells are damaged and die. When 
dementia is the result of certain known 
causes, it is called secondary 
dementia. 

There are about 100 known 
causes of dementia. Some common 
causes are… 

• Alzheimer’s disease 

• Multiple strokes 

• Infections of the brain 

• Severe thyroid deficiency 

• Severe brain injury 

What is Alzheimer's disease? 

The Diagnostic and Statistical Manual 
of the American Psychiatric 
Association, which is the reference 
source worldwide, was first published in 
1952 and used the term ‘Organic Brain 
Syndrome’ to indicate mental 
abnormalities that were associated 
with chronic brain disorders. In 1968, 
the second edition of the Diagnostic 
and Statistical Manual introduced the 
expressions ‘pre-senile’ dementia and 
‘senile’ dementia which was 
unfortunate, insofar as it implied that 
cases with onset of disease before 60 
years of age (pre-senile) had one 
disease called Alzheimer’s disease, 
whereas cases with onset after 60 
years of age (senile) had another 
disease called ‘senile dementia’. It is 
now well-accepted that, regardless of 

the age of onset, pre-senile and senile 
dementias are manifestations of one 
disease, i.e. Alzheimer’s disease. 
Alzheimer's disease has also been 
called Primary Degenerative 
Dementia. It is referred to as 
‘degenerative’ because the brain cells 
wither away and die. This disrupts the 
production and distribution of certain 
chemicals called neurotransmitters 
that carry messages within the brain. 
Brain cells are not damaged from 
outside by conditions such as severe 
brain injury, tumours or strokes which 
affect the brain. As there is no cause 
for the disease, it is referred to as a 
‘primary’ disorder, which in medical 
terms implies “without cause”.  

In patients of Alzheimer’s disease, 
loss of intellectual capability progresses 
to such an extent that they cannot 
remember where they have kept their 
valuables, money or jewellery and 
have to search for hours to locate 
them; or recall the names of their own 
children or grandchildren. They tend to 
lose interest or neglect their work, do 
not keep appointments, have difficulty 
finding words, or repeat the same 
questions that have been correctly 
answered. Occasionally, they forget 
having eaten and repeatedly ask for 
meals or lose their way when outside 
the house. Sometimes, there may be 
changes in their behaviour or 
personality. 

Alzheimer’s disease is the most 
common cause of dementia, 
accounting for probably 50-70 per 
cent of all dementias, worldwide, as 
proven by research studies in 
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developed countries and ongoing 
investigations in developing countries.  

The early symptoms of Alzheimer’s 
disease such as forgetfulness, inability 
to learn new things, loss of 
concentration, unexplained weight 
loss and difficulties in walking may be 
overlooked because they resemble 
signs of natural ageing. Memory for 
events in the remote past is preserved 
in the early stages of the disease. 

In healthy individuals, similar 
symptoms can result from fatigue, grief 
or depression, illness, vision or hearing 
loss, the use of alcohol or certain 
medications, or simply the burden of 
too many details to remember at 
once. Some people try to “test” their 
memory every day. This leads to 
anxiety. Many patients who come to a 
doctor complaining of “loss of 
memory” actually have anxiety or 
depression. But when memory loss 
worsens, family and friends can 
perceive the existence of more serious 
problems.  

What is the cause of these symptoms? 

A number of disorders may be causing 
these symptoms and must be ruled out 
before a diagnosis of Alzheimer’s 
disease can be made. About 20 per 
cent of suspected Alzheimer’s cases 
turn out to be suffering from some 
other disorder, half of which are 
potentially treatable or controllable. 

Often there are accompanying 
problems, such as hearing loss and a 

decline in reading ability, as well as 
general physical debility in Alzheimer’s 
disease patients. These further add to 
their disability.  

Some facts and figures on Alzheimer's 
disease 

It is estimated that there are currently 
about 18 million people worldwide 
with Alzheimer’s disease. This figure is 
projected to nearly double by 2025 to 
34 million. Much of this increase will be 
in the developing countries, and will 
be due to the ageing population. 
Currently, more than 50 per cent of 
people with Alzheimer’s disease live in 
developing countries and by 2025, this 
will be over 70 per cent. 

Effect of age on risk of Alzheimer’s disease 

Alzheimer's disease can occur at any 
age, even as young as 40 years, but its 
occurrence is much more common as 
the years go by. In fact, the rate of 
occurrence of the disease increases 
exponentially with age, which means 
that it occurs very rarely among those 
40-50 years old, increases between 60–
65 years, and is very common over 80 
years. In November 2000, the National 
Institute on Ageing (USA) estimated 
that up to 50 per cent of Americans 
aged 85 years or more may have 
Alzheimer's disease. Combining the 
results of several studies, the following 
rates of occurrence of Alzheimer’s 
disease are estimated in the general 
western population:  
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Figure. Risk of Alzheimer's Disease with 
increasing age
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Since the risk of getting the 
disease increases with age, the 
number of patients with the illness to 
be found in any community will 
depend on the proportion of older 
people in the group. Traditionally, the 
developed countries had large 
proportions of elderly people, and so 
they had very many cases of 
Alzheimer’s disease in the community 
at one time.  However, the developing 
countries are now undergoing a 
demographic transition resulting in 
more and more persons surviving to an 
old age. For example in India, the 1991 
census revealed that 70 million people 
were over 60 years. This number 
increased in 2001 to about 77 million, 
or 7.6 per cent of the population. 
Similar demographic changes are 
occurring in other Member Countries 
of SEAR. In Sri Lanka, the life 
expectancy is 74.1 (with 9.6 per cent 
of the population being over 60 years), 
which is the highest in the Region, 
followed by Thailand (life expectancy 
70, with 8.7 per cent of the population 
over 60 years).  With this increased 

number of elderly people, there will be 
many cases of Alzheimer’s disease. 
Thus, the time to discuss issues related 
to Alzheimer’s disease in the Member 
Countries of SEAR has come. 

Urban/rural differences 

Recent research in India and Africa 
suggests that the risk of Alzheimer’s 
disease was possibly higher for urban as 
compared to rural areas. This has 
raised several important issues for 
research: What is the deciding factor? 
Is it increased life expectancy? Is it 
lifestyle? Is it diet? 

Gender differences 

It is generally believed that men and 
women are equally at risk of 
Alzheimer’s disease. However, in 
developed countries, it is commonly 
observed that more female than male 
patients are to be found in old age 
homes and special care facilities. This 
is a reflection of the higher longevity 
of women as compared to men, and 
since this is a disease which strikes 
older people, the number of female 
patients is more.  There is no evidence 
that women are at an increased risk of 
the disease than men, when the age 
factor is correlated in existing data. 
Also, women are better able to care 
for male patients than men are able to 
care for female patients. Thus, a 
woman with Alzheimer’s disease has a 
higher chance of being put into an 
institution because of her husband’s 
inability to take care of her. However, 
a man with Alzheimer’s disease has a 
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higher chance of his wife taking care 
of him at home. Thus, a greater 
number of female patients are found 
in institutions. 

Education 

Some research studies have suggested 
that those with higher education are 
at a lower risk for Alzheimer’s disease 
than those with less education. 
Although this has been repeatedly 
demonstrated in several projects, the 
reason for this association is unknown. 

East-West Differences  

Studies in South India, Mumbai and the 
northern state of Haryana in India 
have reported very low rates of 
occurrence of Alzheimer’s disease in 
those at 65 years of age or older, 
ranging from about one per cent in 
rural north-India (the lowest reported 
from anywhere in the world where 
Alzheimer’s disease has been studied 
systematically) to 2.7 in urban 
Chennai. 

Studies from China and Taiwan 
have also shown a lower risk of 
Alzheimer’s disease as compared to 
western countries.  The low rates of 
occurrence of Alzheimer’s disease in 
the eastern countries is in striking 
contrast to data from the western 
countries. 

Community-based studies are of 
particular interest when they look at 
populations similar in origin but 
subject to relocation. Some Japanese 

reports are important in this respect. 
Two recent investigations in the rural 
areas of Japan revealed that 
Alzheimer’s disease occurred in about 
3.5 per cent of individuals aged 65 or 
more. Reported research in 1996 
among older Japanese Americans 
living in Washington and in Hawaii 
revealed that the number of 
Alzheimer’s disease cases was much 
higher than that estimated in Japan 
and closely resembled the findings for 
North America and Europe. 

Similarly, research studies 
comparing the Yorbas living in 
Ibadan, Nigeria, and African-
Americans living in Indianapolis, USA, 
are also of interest, as the groups 
share an ethnic background but live 
in widely different environments. In 
the Ibadan group, the proportion of 
Alzheimer’s disease cases was a low 
1.4 per cent (similar to rates in India), 
while the rate for Alzheimer’s disease 
among the African-Americans was 
estimated at 6.2 per cent.  

From the existing evidence, it 
would appear that the number of 
cases of Alzheimer’s disease in Asia, 
and particularly in India and Africa, is 
lower than that reported from studies 
in developed countries. This raises a 
major question – why? 

There are several possible reasons. 
Perhaps physicians do not diagnose 
Alzheimer’s disease but use non-
specific terms such as senility. Other 
postulates refer to the socioeconomic 
realities and the lack of awareness of 
Alzheimer’s disease in the populations 
studied. It is likely that there is a low 
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survival rate after the onset of the 
disease. Poor access to 
technologically-advanced health care 
may especially hasten the demise of 
patients, resulting in lower estimates of 
number of cases. Some have also 
speculated that the traditional attitude 
towards the elderly being one of 
respect, “family members will not force 
medical care or even food on an older 
relative who takes to his bed and 
refuses to eat” – a contributory factor 
in low survival.  

It is possible that there is a lower 
occurrence of underlying risk factors 
(or the concomitant presence of 
protective factors) in the populations 
surveyed. For example, there is some 
evidence that the occurrence of a 
specific gene, Apolipoprotein E ε4, 
which is a known risk factor in 
Alzheimer’s disease, is lower in the 
Indian population than elsewhere. This 
theory seems to be corroborated by 
the preliminary results from a genetic 
study of patients and comparable 
subjects without Alzheimer’s disease, 
which indicated a lower occurrence 
of Apolipoprotein E ε4 gene in North 
India compared to the west. 
Additionally, gene-environment 
interactions have also been 
postulated as responsible factors for 
the lower number of cases in eastern 
countries. 

Risk Factors for Alzheimer's Disease 

Millions of dollars have been spent 
worldwide in trying to determine why 
certain people get Alzheimer’s 
disease.  However, only two 

established risk factors, i.e., factors 
that increase a person’s risk of getting 
Alzheimer’s disease have been 
discovered.  

The first identified risk factor is 
increasing age. As already discussed, 
the risk of getting Alzheimer's disease 
increases exponentially with age. But 
this does not mean that everyone 
living to a certain age or beyond will 
get Alzheimer’s disease. 

The other identified risk factor is a 
genetic predisposition. Since 
Alzheimer’s disease is common among 
older people, even if many members 
in a family are affected by Alzheimer’s 
disease, it does not necessarily mean 
that the disease is being transmitted 
within the family on a purely genetic 
basis. 

To date, three genetic defects 
considered as “causative genes” have 
been identified in patients of 
Alzheimer's disease. In other words, 
people inheriting these genes from 
their parents will get the disease. One 
defect each is situated on 
chromosome 14, chromosome 19 and 
on chromosome 21. There may be 
other possible genetic defects, as yet 
unidentified, in Alzheimer’s disease 
patients. These genetic defects 
manifest themselves by aggregation of 
multiple cases of Alzheimer’s disease 
within families affecting multiple 
generations.  However, it must be 
emphasized that the proportion of all 
cases of Alzheimer's disease which are 
inherited on a genetic basis is less than 
1-2 per cent of all known cases of 
Alzheimer’s disease. 
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Another mechanism of genetic 
effect is the inheritance of a 
“susceptibility gene”. The best known 
susceptibility gene identified by 
medical research is the Apolipoprotein 
E ε4 gene.  Inheriting this gene does 
not mean that the person will get 
Alzheimer’s disease; there are 
numerous patients who have these 
genes and do not get Alzheimer’s 
disease, while there are numerous 
patients who do not have these genes 
and yet get Alzheimer’s disease. 
Researchers believe that external 
factors must interact with this 
susceptibility gene to precipitate 
Alzheimer’s disease. This interaction is 
referred to as ‘gene-environ-ment 
interaction’ by medical researchers. 
The external factors are still unknown. 
However, since Apolipoprotein E ε4 is 
known to affect cholesterol 
metabolism, research in India and 
Nigeria has suggested that a high-fat 
diet as is typical in Western countries 
may be one of the factors which 
interacts with Apolipoprotein E ε4 gene 
to increase the risk of Alzheimer’s 
disease in the West. This is a subject of 
intense research and remains to be 
proved.  

Other Factors Linked to Alzheimer’s 
Disease 

Increasingly, reports suggest that the 
use of certain drugs has been 
associated with reduction of risk of 
Alzheimer’s disease. These include 
hormones such as the oestrogens in 
menopausal women, non-steroidal 
anti-inflammatory drugs, antioxidants 
such as vitamin E, vitamin B and lipid-
lowering agents. 

Many other factors have been 
implicated such as viral infection, 
aluminium poisoning, as also family 
history of other genetic defects, and 
the risk to children born to elderly 
mothers.  However, none of these 
factors has been proven to increase 
the risk of Alzheimer's disease. 

At the current stage of 
knowledge, it is impossible to predict 
who will get Alzheimer's disease. It can 
strike anyone irrespective of gender, 
caste, creed, culture or socio-
economic status. 

Cost of Alzheimer’s Disease 

Alzheimer’s disease is a chronic and 
progressive neurodegenerative 
disorder. It is, therefore, to be 
expected that the cost of caring for 
these patients is enormous. Keeping in 
mind the 1991 levels and future 
generations of patients of Alzheimer’s 
disease, a researcher in the US 
estimated that in the year 2000, the 
direct and total 
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 national cost to the US was 
approximately US$ 536 billion and US$ 
1.75 trillion respectively. These are 
minimum estimates of the long-term 
dollar losses to the US economy at 
1991 levels caused by Alzheimer’s 
disease. Similar detailed costing is not 
available from other countries.  

Besides the monetary cost, many 
spouses, relatives and friends take care 
of people with Alzheimer’s disease. 
During years of care-giving, families 
experience emotional, physical, and 
financial stresses. It is impossible to 
quantify this suffering. 

Conclusion 
Some interesting and hopeful statistics 
were offered at the World Alzheimer’s 
Conference – 2000 held in 
Washington DC, USA. It was said that 
the rate of occurrence of Alzheimer’s 
disease doubles every five years for 
those between 65-85 years of age but 
if its onset were delayed by five years, 
the number of cases worldwide would 
be halved. Thus serious attention 
needs to be paid to the risk factors 
and preventive measures that may be 
taken to postpone the onset, if not 
prevent the appearance, of 
Alzheimer’s disease. Epidemiological 
data already suggests that certain 
communities in Asia and Africa may 
have a lower risk for Alzheimer’s 
disease compared to western 
countries. Researchers in India have 
suggested a gene-environment 
interaction in the causation of 
Alzheimer’s disease. Although genes 
cannot be altered, the environmental 
risk factors which interact with the 
genetic factors can possibly be 

modified, thereby reducing the risk. 
This promising concept must be 
pursued, as it affords a ray of hope for 
the future. 
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Legal 
Matters 

Constitution of the World Health Organization 
and Its Evolution 

Dr U Than Sein* 

VER the past 50 years of its 
existence, the Constitution of the 

World Health Organization (WHO) has 
undergone several reviews, resulting in 
rejection or approval of proposals for 
amendments. While some 
amendments were adopted, others 
were not, due to various reasons.  The 
most recent attempt to review and 
revise the Constitution was during the 
Forty-eighth World Health Assembly 
(Health Assembly in short) in May 1996. 
Through resolution WHA48.14, the 
Health Assembly requested the 
Executive Board to examine whether 
the Constitution of the Organization 
needed to be revised, and, if so, to 
consider the best way for the revision 
to proceed. Consequently, the Board 
established its own special group, with 
its decision EB97(11), to review the 
Constitution and to report to the 
Board. 

For nearly half a decade, a series 
of proposals for amending different 

articles of the Constitution were 
submitted for consideration by the 
WHO governing bodies. While some 
were accepted, several were rejected 
after considering various factors.  The 
103rd session of the Executive Board in 
January 19991, and later the Fifty-
second World Health Assembly in May 
of the same year2 agreed not to 
consider any further review and 
amendment o
Director-Gene
requested to 
review. 
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Given that the Organization has 
existed as an intergovernmental body 
under the auspices of the United 
Nations, many political, national and 
regional interactions have influenced 
its evolution. This was, perhaps, kept in 
mind by those who drafted the original 
Constitution in the mid-1940s, crafting it 
so meticulously that it is relevant even 
today. These pioneers might have 
envisaged far-reaching developments 
in technology, human intelligence and 
globalization. That their vision has been 
well tested over five decades is 
reflected in the fact that WHO is still 
taking the lead in international health 
with more than a three-fold increase in 
its original membership. 

International public health efforts 
date back to the 14th century when 
the first moves for intensification of 
“globalization” and international trade 
were made. While communicable 
diseases were rampant in all parts of 
the world, particularly in Asia, Africa, 
the Americas and the Middle-East, 
Europe and North America undertook 
various preventive measures to protect 
their citizens from epidemics, 
especially brought by trading ships. 
With the advent of faster means of 
transport and the consequent growth 
of international commerce, the spread 
of communicable diseases from Asia 
and Africa became more rapid and 
extensive. The earlier efforts at health 
regulations were more to protect the 
West against the pestilential diseases 
of the East. Particularly, cholera and 
plague were diseases that 
governments in Europe sought to 

prevent through formulating sanitary 
conventions. A number of international 
sanitary bureaus were established in 
order to strengthen surveillance and 
appropriate quarantine and control 
measures against communicable 
diseases in the Middle-East and the 
Americas.  The first "truly" international 
public health action was initiated at 
the eleventh International Sanitary 
Conference held in Paris, when it was 
agreed to create an “International 
Office of Public Health (OIHP)”. The 
office was established four years later, 
and functioned as the first 
international health organization. The 
main function of the Office was to 
disseminate to Member States 
information of general public health 
interest, especially relating to 
communicable diseases. 

After the end of the First World 
War, another international health 
organization, the League of Nations 
Health Organization (LNHO) was 
established in 1920 under the League 
of Nations, to tackle the urgent post-
war health problems. The influenza 
pandemic of the late 1910s had killed 
an estimated 15 million people and 
there was a threat of a typhus 
epidemic in the East. There was great 
fear that cholera might spread in war-
ravaged countries. There were 
proposals for merging the two 
international health organizations (i.e. 
OIHP and LNHO). However, due to 
various reasons, the OIHP continued its 
international health work 
independently but in close 
cooperation with the LNHO. While new 
regional bureaus under LNHO were 
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established in various strategic places, 
some of the earlier regional bureaus 
were absorbed under LNHO as its 
regional bodies, in order to strengthen 
its epidemiological surveillance and 
control activities, as well as to provide 
technical advice on international 
health matters.  The end of the Second 
World War saw efforts to build world 
peace on firm foundations with the 
confidence that science would 
provide the means to do so. A group 
of nations (43 States), agreed to 
establish the United Nations Relief and 
Rehabilitation Administration (UNRRA) 
in 1943 in order to administer 
international sanitary conventions, 
combat epidemics, provide essential 
medical supplies and assist in 
establishing rehabilitation and health 
facilities. 

Based on the experiences of the 
work of OIHP, LNHO and UNRRA, 
Member States presented their ideas 
on international health at the United 
Nations Conference on International 
Organization, held at San Francisco, 
USA in early 1945. Taking into 
consideration the joint pro-posal 
made by the Brazilian and Chinese 
delegations, this historic Conference 
adopted an agreement on the 
Charter of the United Nations, which 
included international action for 
"health", and also called for a 
conference for the purpose of 
establishing an "international health 
organization", to be brought into 
relationship with the Economic and 
Social Council (ECOSOC) of the United 
Nations (UN) and to consolidate the 
work of earlier international health 
establishments. The first UN General 

Assembly held in 1945 unanimously 
approved this. 

The Technical Preparatory 
Committee for the Conference, which 
met in Paris from 18 March to 5 April 
1945, drafted a set of proposals 
including a "Draft Constitution". Fifty-
one Members of the UN including two 
from South-East Asia: India and Siam 
(Thailand), attended the International 
Health Conference held at New York, 
USA, from 19 June to 22 July 1946. Sir 
Arcot Ramaswami Mudaliar of India, 
the President of the UN ECOSOC, 
inaugurated the Conference. This 
Conference was a major milestone in 
international health on two accounts. 
One was that it was the first such 
conference held under the auspices of 
the United Nations. The second 
important milestone was the drafting 
of the Constitution of the World Health 
Organization (WHO) and adoption of 
the mechanisms for taking over the 
functions of the International Office of 
Public Health, the UN Relief and 
Rehabilitation Administration, and the 
League of Nations Health 
Organization, within those of WHO.  

Finally, 61 Member States signed 
the final Acts of the Conference on 22 
July 1946. China and the United 
Kingdom became the first full 
Members of WHO after they signed the 
agreement without reservations. The 
Constitution3 was finally adopted by the 
International Health Conference in July 
1946. On 7 April 1948, after ratification 
by a majority of the Member States of 
                                                           
3 Original text of the WHO Constitution, with latest 

amendments is contained in the WHO Basic 
Documents, 43rd Edition, 2001, p1-18 



Legal Matters 

50 Regional Health Forum – Volume 6, Number 1, 2002 

the UN (26 nations), in accordance 
with Article 73, the Constitution came 
into force and the World Health 
Organization became established as 
an international health organization. 
Since then, 7 April is celebrated every 
year as World Health Day, globally. The 
first World Health Assembly was 
convened from 24 June to 24 July 
1948, in Geneva, at which four 
members, namely Burma (Myanmar), 
Ceylon (Sri Lanka), India and Siam 
(Thailand) from South-East Asia were 
represented.4 

As can be noted from the official 
records of the proceedings of the UN 
Conference in San Francisco in 1945, 
the International Health Conference 
in New York in 1946, and the 
discussions at various sessions of the 
World Health Assembly and the 
Executive Board (the Board in short), 
the development of the Constitution 
was the result of painstaking efforts 
covering consultations and 
consensus-building to reach the goal 
of establishing one international 
health organization. Notable 
discussions were on how to reach 
consensus on the title of the 
organization, the regional 
arrangements, the representation at 
the Board and the Health Assembly, 
and the interpretation of various 
Articles. 

Over the last fifty years, a series of 
attempts to amend various articles of 
the Constitution have been made. 
                                                           
4  WHO-SEARO, Collaboration in health 

development in South-East Asia, 1948-1998, 
Fortieth Anniversary Volume (Rev.), 1992 

The Preamble of the Constitution 
provides the vision of the Organization 
and states the principles that are basic 
to the health, happiness, harmonious 
relations and security of all people. The 
first principle defines "Health" as "a 
state of complete physical, mental 
and social well-being and not merely 
the absence of disease or infirmity."  
The second principle embodies "the 
enjoyment of the highest attainable 
standard of health" as "a fundamental 
right of every human being without 
distinction of race, religion, political 
belief, economic or social condition".  

The third principle states that the 
health of all people is fundamental to 
the attainment of peace and security. 
Others include principles of equity, 
social justice, importance of scientific 
development in health, health 
promotion and education, and 
obligation of governments. The nations 
and territories that became Member 
States of the Organization have 
accepted these principles for the 
purpose of cooperation among 
themselves and with others to promote 
and protect the health of the peoples. 

The Executive Board, at its 101st 
session held in January 1998, reviewed 
amongst others, the amended text 
proposed for the Preamble section of 
the Constitution. The Board adopted a 
resolution EB101.R2, which, inter alia, 
included the amendment of the first 
paragraph of the principles contained 
in the Preamble, with the text - "Health 
is a dynamic state of complete 
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physical, mental, spiritual and social 
well-being and not merely the 
absence of disease and infirmity." The 
underlined and italicized words denote 
the proposed amended text.  During 
the Fifty-second World Health 
Assembly, in May 1999, the third 
meeting of Committee B, while 
debating the amendments to the 
Constitution, agreed not to consider 
any of the proposed amendments 
including the proposed amended text 
of the Preamble, and decided to keep 
the matter under constant review5. 

Chapter I and its Article 1 describe 
the sole objective of the Organization, 
namely, “the attainment by all 
peoples of the highest possible level of 
health”. The first attempt to qualify and 
quantify this mission objective of the 
Organization was made by the historic 
adoption of resolution WHA30.43 at the 
Thirtieth World Health Assembly in May 
1977. The Health Assembly resolved 
that “the main social target of 
governments and WHO in the coming 
decades should be the attainment by 
all the citizens of the world by the year 
2000 of a level of health that will permit 
them to lead a socially and 
economically productive life”. This 
universally became known as 
the“HFA2000 target”. 

Subsequent to this resolution, the 
Organization, together with its Member 
States and other development 

                                                           
5 Summary records of the Fifty-second World Health 

Assembly, 17-25 May 1999 (WHA52/1999/REC/3) 
p160-162 and Document A52/24 

partners, particularly UNICEF, launched 
a series of extensive consultations at 
national, regional and global levels. 
Another historic landmark was the 
International Conference on Primary 
Health Care, held at Alma Ata in 1978, 
in the then Soviet Union, which 
adopted a universal health 
declaration – Declaration of Alma Ata. 
Subsequently, strategies for health-for-
all (HFA) by the year 2000 with primary 
health care as the key approach to 
attaining them6 were developed. 

The Member States and the 
Health Assembly conducted periodic 
monitoring and evaluation of global, 
regional and national strategies for 
health for all. Changes in political, 
socioeconomic, demographic and 
epidemiological situations at both 
national and global levels led the 
Member States to adopt a resolution 
WHA48.16 at the Forty-eighth Health 
Assembly in May 1995, to initiate a 
consultation process for renewing the 
HFA strategies to face the challenges 
of the 21st century. Following a series of 
consultations, the Fifty-first Health 
Assembly in May 1998 adopted the 
new health-for-all policy for the 21st 
century and the World Health 
Declaration through resolution 
WHA51.7. The Member States 
reaffirmed their commitment to the 
principle enunciated in the 
Constitution that the enjoyment of the 
highest attainable standard of health is 

                                                           
6  Resolutions WHA32.30 and WHA34.36; and 

Document HFA Series No.3 (Global Strategies for 
HFA2000) (1981) 
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one of the fundamental rights of every 
human being.  

The functions of the Organization 
are contained in Chapter II and its 
Article 2. In general, these functions 
can be classified as: (i) directing and 
coordinating international health; (ii) 
developing policies and standards 
applicable worldwide in the area of 
health; (iii) providing scientific 
information including research; and 
(iv) extending technical cooperation in 
international health with Member 
States and other agencies, including 
NGOs. The Health Assembly reviewed 
these functions periodically and 
provided necessary guidance on how 
the organs of the Organization and the 
Member States should undertake them 
effectively, through resolutions - 
WHA23.59 on certain important 
constitutional functions of WHO; 
WHA28.75 and WHA28.76 on technical 
assistance, WHA29.48, WHA30.30, 
WHA31.41 and WHA32.27 on technical 
cooperation, technical cooperation 
among developing countries (TCDC), 
and related programme budget 
policy, and other resolutions related to 
intersectoral cooperation. The Thirty-
fourth Health Assembly in May 1981 
adopted an important resolution 
WHA34.24 that provided broad 
definitions of two main functions of the 
Organization, viz., (a) direction and 
coordination in international health 
work, and (b) technical cooperation in 
international health work. The 
resolution also described the broad 
characters of these two main 
functions.  The Policy Framework of the 

Ninth General Programme of Work 
(GPW)7 developed by WHO in 1994 
defined the above two main functions 
in further detail. The policy framework 
clarified the role of Member States and 
the Organization to fulfil such 
functional mandates and also the 
complementary role of the two main 
functions.  

The latest attempt to amend 
Article 2 was at the 101st session of the 
Board in January 1998. The Board, 
through decision EB101 (3) requested 
the Director-General to ensure that the 
revised text of Article 2 as contained in 
Document EB101/7 is reviewed at all 
levels of the Organization during the 
course of 1998 and to submit a report 
to its 103rd session in January 1999.  
After soliciting comments from various 
levels of the Organization, a proposed 
text to replace Article 2 was submitted 
as contained in Document EB103/14. 
The draft proposed text of Article 2 
had identified different functions of the 
Organization under six main groupings, 
viz., (1) to act as the directing and 
coordinating authority on international 
health; (2) to lead international health 
development; (3) to serve as the 
international agency for setting and 
monitoring norms and standards in 
health; (4) to cooperate with Member 
States by providing advice and 
technical cooperation; (5) to act as 
the international advocate for health 
for all; and (6) generally to take any 
other necessary action to attain the 

                                                           
7 Document HFA Series No.11 (1994) (Ninth General 

Programme of Work of WHO for the period 1996-
2001), p22-26  
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objectives of the Organization. After 
thorough debate, the Board at its 10th 
meeting at the 103rd session, agreed 
that Article 2 should remain as it stood, 
on the understanding that the text 
contained in Document EB103/14 
should be used as an explanation and 
interpretation of those functions.8 

Articles in Chapter III stated how 
the Memberships and associate 
Memberships should be agreed upon, 
and the nature and extent of the rights 
and obligations of Members.   Even 
though the Articles do not provide a 
clear indication on any provision for 
expulsion unlike in the United Nations 
Charter, there are instances where the 
Board and the Health Assembly had 
made decisions/resolutions on 
expulsion or suspension. The 
Resolutions EB49.R37 and WHA25.1 
(recognizing the People's Republic of 
China and expelling Taiwan) had 
indicated that there is a possibility of 
inclusion or exclusion of members 
based on the consensus of the world 
body. The request by Palestine to 
become a Member of WHO has been 
one of the most debated topics.9 With 
Resolution WHA27.37, the Palestine has 
been accepted as Observer to attend 
the meetings of WHO.  

Article 7 authorizes the Health 
Assembly to suspend the voting 
privileges and services to which a 

                                                           
8  Summary records of the 103rd session of the 

Executive Board, January 1999, 
(EB103/1999/REC/2) p138-140 

9  Resolutions WHA42.1 (1989) and WHA43.1 (1990), 
as well as subsequent debates at the Health 
Assembly 

Member is entitled, if it fails to meet its 
financial obligations to the 
Organization, or in other exceptional 
circumstances. The Seventeenth and 
Eighteenth World Health Assemblies 
tried to amend this Article by 
introducing racial discrimination as the 
criteria for suspension or exclusion. 
However, these attempts did not 
succeed. On another ground, invoking 
Articles 2 and 47, Portugal was 
suspended from participating in the 
Regional Committee of Africa.10  
Similarly, the Fifty-second World Health 
Assembly debated the proposal of the 
Board to amend Article 7 and again 
agreed to retain the original text.11 

Article 8 deals with the admission 
of the territories and groups of 
territories, which are not responsible for 
the conduct of their international 
relations, as Associate Members of the 
Organization. The First World Health 
Assembly had resolved the nature and 
extent of the rights and obligations of 
Associate Members, with minor 
amendments made at subsequent 
sessions.12 The interpretation of the 
words, membership and 
representation, have been debated 
for long. However, the interpretations 
embodied in resolution WHA2.103, 
adopted in 1949, are valid.   

As of May 2001, WHO has 191 
Members and two Associate Members. 
The South-East Asia Region of WHO 
                                                           

10  Resolutions WHA17.50 (1964), WHA18.40 (1965) 
and WHA19.31 (1966) 

11  Document A52/24 dated 7 April 1999 
12  WHO Basic Document, 43rd Edition, 2001, p19-22 
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consists of ten Member States, (with 
the month and year of joining WHO 
indicated in brackets), namely, 
Bangladesh (May 1972), Bhutan 
(March 1982), Democratic People’s 
Republic of Korea (May 1973), India 
(January 1948), Indonesia (May 1950), 
Maldives (November 1965), (Burma) 
Myanmar (July 1948), Nepal 
(September 1953), (Ceylon) Sri Lanka 
(July 1948) and (Siam) Thailand 
(September 1947). 

WHO has three main organs: (a) 
the World Health Assembly, (b) the 
Executive Board and (c) the 
Secretariat, as per Chapter IV. The 
chapter also describes the 
constitution, functions and operations 
of the World Health Assembly. 

Article 10 indicates the 
composition of the Health Assembly 
and Article 11 specifies the number of 
and criteria for delegates from each 
Member State. These delegates should 
be chosen from among persons most 
qualified by their technical 
competence in the field of health, 
preferably representing the national 
health administration of the Member 
State. There were some concerns 
expressed at various meetings of the 
governing bodies about the 
narrowness of the criteria. Article 12 
indicates that alternates and advisers 
may accompany the delegates, 
without indicating any specific 
number. The Fifty-second World Health 
Assembly (WHA) in May 1999 reviewed 
the proposal made by the Board 
through resolution EB101.R2, to delete 

the original text of Article 11 and 
replace it with a new text - "Each 
Member shall be represented by not 
more than three delegates, one of 
whom shall be designated by the 
Member as chief delegate. These 
delegates should preferably represent 
the national health administration of 
the Member." The Fifty-second WHA, 
however, rejected this proposal and 
agreed to retain the original text.  

Article 13 fixes the periodicity of 
the Health Assembly as a regular 
annual session and if necessary, 
special sessions may be called at the 
request of the Board or by a majority 
of the Members. Article 14 stipulates 
that the Health Assembly should 
decide the venue of the next session 
at each regular annual session.  Article 
15 allows the Board, after consultation 
with the UN Secretary-General, to 
determine the date of each annual 
and special session of the Health 
Assembly. Article 16 stipulates that the 
Health Assembly should elect its own 
President and other officers at the 
beginning of each annual session, who 
would hold office until their successors 
are elected. In accordance with 
Article 17, the Health Assembly has 
adopted its own Rules of Procedure on 
how to organize the regular annual 
sessions and special sessions13. 

The periodicity of the Health 
Assembly has been reviewed from 
time to time. It is to be noted that any 
changes in Article 13 on the periodicity 
of the Health Assembly would require 
                                                           
13  WHO Basic Document, 43rd Edition, 2001, p118-148 
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amendments to Articles 14, 15 and 16 
of the Constitution and also to the 
Rules of Procedure. While the Thirty-
third World Health Assembly vide its 
resolution WHA33.19 in May 1980 
adopted to change the periodicity of 
the Assembly from annual to biennial, 
a majority of members have not 
ratified this resolution to date. The 
Executive Board, at its 101st session in 
January 1998, again considered the 
issue of periodicity and agreed to 
maintain the existing periodicity of the 
Health Assembly (i.e. annual). 

Article 18 specifies the major 
functions of the Health Assembly, 
which include, among others, the 
determination of the policies of the 
Organization, the selection of 
Members to serve on the Board, the 
appointment of the Director-General, 
the supervision of financial policies and 
the review and approval of the 
budget.  Articles 19, 20, 21, 22 and 23 
have vested the World Health 
Assembly with authority to adopt 
conventions, agreements or 
regulations. In accordance with Article 
19, WHO has initiated the 
development of a Framework 
Convention on Tobacco Control 
(FCTC), with the adoption of a historic 
resolution WHA52.18 at the Fifty-second 
WHA in May 1999.  The Fifty-sixth WHA 
in May 2003 will consider the draft text 
of the Framework Convention. At the 
same session, the Health Assembly 
rejected the proposal of the Board to 
amend Article 21 in order to 
strengthen the authority of the WHA in 
adopting conventions and 
agreements. 

Chapter VI specifies the 
constitution and periodicity of 
membership of the Executive Board, 
the time and place of its meeting, as 
well as its functions and authority.  At 
present, the Board consists of thirty-two 
Members. The text in Article 24 - 
“taking into account an equitable 
geographical distribution” has been 
questioned on many occasions. The EB 
Special Group at its fifth meeting in 
July 1996 noted that proportionate 
representation of Member States from 
each WHO region on the Board had 
declined. They compared the 
members of EB with the number of 
Member States in each region.14  
Another argument for the allocation of 
seats in the Board by Member States 
was that since the voting rights and 
assessed contributions are based on 
the number of Member States, it is 
more logical to use the number of 
countries rather than population as the 
criteria. They proposed a fairer 
representation of regions on the Board, 
using a different formula.  The Special 
Group, in its final deliberations in 
November 1997, considered another 
mathematical formula for calculating 
equitable distribution of seats by WHO 
regions, and proposed that the total 
number of seats should be increased 
from 32 to 34 and that the additional 
seats should be given, one each, to 
the European and Western Pacific 
Regions.  

After thorough review and 
debate, the Health Assembly through 

                                                           
14 See details in Doc.A49/20, EB96.R1 and 

A49/B/SR/4 
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resolution WHA51.23 agreed to increase 
the membership of the Board from 32 
to 34 as proposed by the special 
group. This resolution, however, is yet 
to come into force. The membership of 
the Board has, indeed, increased at 
different times – from 18 to 24 in 1959, 
from 24 to 30 in 1967, from 30 to 31 in 
1976 and from 31 to 32 in 1986.  

Article 24 specifies that the Health 
Assembly will elect the Member States 
who are entitled to designate a 
person, technically qualified in the field 
of health, to serve on the Board. The 
principle of persons serving on the 
Board in their personal capacity was 
clearly recognized ever since the 
drafting of the Constitution. Proposals 
to the Board or Health Assembly for 
persons serving on the Board as 
government representatives have 
been rejected from time to time. In 
practice, many people who have 
served on the Board frequently express 
their own, as well as the views of the 
governments they “know best”, i.e. 
their own governments. Resolution 
WHA51.26 had interpreted the 
representation of Member States on 
the Board. It recalled the role of WHO 
as the directing and coordinating 
authority on international health work, 
and also reaffirmed that the members 
of the Executive Board should be 
technically qualified in the field of 
health. Recognizing that the strength 
of WHO comes from the commitment 
of its Member States working together 
to pursue common health goals, as 
well as noting the significant role 
played by governments in the 

governing bodies of other specialized 
agencies of the United Nations system, 
the Fifty-first WHA decided that 
Member States entitled to designate a 
representative to the Executive Board 
should designate them as government 
represen-tatives, technically qualified 
in the field of health. 

Article 25 specifies that EB 
Members shall be elected for three 
years and may be re-elected. In 
keeping with the practice of rotation 
of representation among Member 
States, each Region has its own 
informal agreement amongst its 
members that allows each member to 
serve on the Board for three years. 
Article 26 stipulates that the Board 
should meet at least twice a year and 
decide the venue.  Article 27 covers 
the election of the chairman, and the 
rules also highlight the essence of 
rotation among Member States.  

Article 28 describes the functions 
of the Board. The Board has to carry 
out the decisions and policies of the 
Health Assembly, and thus functions as 
its executive organ.  According to 
Article 29, the Board may exercise, on 
behalf of the Health Assembly, the 
powers delegated to it by that body.  

Chapter VII defines the content 
and role of the WHO Secretariat, 
comprising the Director-General (DG), 
and other technical and 
administrative staff. It also indicates the 
Health Assembly's responsibility to 
appoint the Director-General on such 
terms as agreed by the Assembly. It 
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also assigned the DG as the chief 
technical and administrative officer of 
the Organization, as well as the ex-
officio Secretary of the Health 
Assembly and the Board, of all 
commissions and committees of the 
Organization and of conferences 
convened by it.  

The Board through resolution 
EB91.R10 adopted at its 97th session in 
January 1996, with its authority to 
nominate the candidate for the post 
of the DG, resolved the criteria for 
selection. In the same resolution, the 
Board amended Rule 52 of the Rules of 
Procedure of the Board on the 
nomination process of the DG. The 
Forty-ninth WHA in May 1996 also 
amended Rule 108 of the Rules of 
Procedure of the World Health 
Assembly (vide its resolution WHA49.7), 
by fixing the term of office of the 
Director-General as five years, 
renewable once.  

Article 33 gives the authority to the 
DG or his/her representative, to 
establish a procedure by agreement 
with Members, permitting them, for the 
purpose of discharging their duties, to 
have direct access to various 
departments, national health 
administrations and NGOs.  Article 34 
stipulates that the DG should prepare 
and submit to the Board the financial 
statements and budget estimates of 
the Organization.  Articles 35, 36 and 
37 specify the staff rules and personnel 
policy in conformity with the 
international civil service regulations, 

as stipulated for United Nations 
Agencies. 

Chapters VIII and IX and their 
Articles 38 to 42 allow the Health 
Assembly and the Board, (a) to 
establish committees, considered 
desirable within the competence of 
the Organization, and (b) to provide 
for the creation of or the participation 
by the Organization in joint or mixed 
committees with other organizations 
and for the representation of the 
Organization in committees 
established by such other 
organizations. The Board could also 
convene local, general, technical or 
other special conferences to consider 
any matter within the competence of 
the Organization and to provide for 
representation at conferences in 
which the Board considers that the 
Organization has an interest. 

Chapter X and its Article give the 
Health Assembly the authority to 
determine the location of the 
Headquarters of the Organization, 
after consultations with the United 
Nations. The First Health Assembly in 
July 1948 resolved that Geneva in 
Switzerland should be selected as the 
permanent Headquarters. 
Subsequently, the Geneva Canton 
provided appropriate land and 
buildings for the WHO headquarters.15 

Regional arrangements  are  incorp
orated within Chapter XI and Articles 
44 to 54 of the Constitution. Article 44 
contains two operative paragraphs: 
                                                           
15 Resolutions WHA1.96 and WHA12.12 
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the first, 44(a), empowers the Health 
Assembly to define, from time to time, 
the geographical areas in which it is 
"desirable" to establish a regional 
organization. The word "desirable" 
denotes that the area identification is 
not strictly mandatory.  

The second paragraph, 44(b), sets 
the rule for the Health Assembly to 
have consensus of the majority of the 
Member States situated within each 
area, to establish a regional 
organization to meet the specific 
needs of such an area. It also specifies 
that there shall not be more than one 
regional organization in each area. 
Article 44(b) is clearly permissive; 
delineation of the regions is not 
necessarily permanent.  

Resolution WHA1.72 delineated the 
world into six geographical regions: 
(1) Africa, (2) Americas, (3) Eastern 
Mediterranean, (4) Europe, (5) South-
East Asia and (6) Western Pacific. Since 
then, the six regional areas have 
remained the same with minor 
adjustments of Members moving from 
one regional area to another. Under 
Article 44, the Health Assembly has full 
powers to change the delineation of 
an area, or to reduce or increase the 
membership of each regional area, 
with the sole restriction that the 
establishment of a regional 
organization within any geographical 
area is dependent on “the consent of 
a majority of the Members situated 
within each area.” Shifting a Member 
from one region to another had 
evoked the issue of the authority of the 
Health Assembly and that of regional 

committees.  The Forty-ninth WHA in 
May 1996 with its resolution, WHA49.6, 
sets out the procedure to be followed 
for reassignment of Member(s) from 
one Region to another. The regional 
committees concerned (both 
receiving and outgoing) should 
examine any request for reassignment, 
and the Health Assembly would 
decide based on the views of the 
regions and on the debate at the 
relevant session of the Health 
Assembly.  

Article 45 states that each 
regional organization shall be an 
integral part of the Organization and, 
in accordance with Article 46, each 
regional organization shall consist of a 
regional committee (the Committee) 
and a regional office.   

Article 47 prescribes the 
representation of Member States, 
Associate Members and other 
territories not responsible for their 
international relations, at the Regional 
Committees.  Article 47 of the 
Constitution, however, does not 
contain any provisions for the 
qualifications required for the 
representatives to the regional 
committees. This is quite different from 
those provisions under Articles 11 & 24, 
which stipulate the qualification of the 
delegates to the Health Assembly and 
members of the Board.  

Article 48 sets the rule that the 
regional committees should meet as 
often as necessary – they should 
determine the place of each meeting. 
In practice, the Committee meets 
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annually, special sessions being held 
rarely. The Committee usually decides 
the place of its meetings two to three 
years in advance. 

Article 49 specifies that the 
regional committees should adopt 
their own rules of procedure.  Article 50 
stipulates the main functions of the 
regional committee, viz., (a) to 
formulate policies of regional interest; 
(b) to supervise the activities of the 
Regional Office; (c) to propose to the 
Regional Office to organize technical 
conferences; (d) to cooperate with 
the respective regional UN 
organizations, its agencies and other 
international organizations; (e) to 
tender advice on international health 
matters; (f) to 
recommend  additional regional appro
priations by the Governments of the 
respective regions, if the proportion of 
the central budget of the Organization 
allotted to that region is insufficient to 
carry out the regional functions; and 
(g) such other functions as may be 
delegated by the Health Assembly, 
the Board or the Director-General. 
Article 51 stipulates that subject to the 
general authority of the Director-
General, the Regional Office shall be 
the administrative organ of the 
Regional Committee. The Office shall, 
in addition, implement within the 
Region, the resolutions and decisions 
of the Health Assembly and the Board.  
Article 52 states that the head of the 
Regional Office is the Regional 
Director, and he/she is to be 
appointed by the Board, in agreement 
with the Regional Committee. The rules 

of procedure for the Regional 
Committee and the Executive Board 
clearly indicate the procedure for 
nomination of the Regional Director.  

The Board, at its 102nd session in 
May 1998, resolved to amend Rule 48 
of its own rules of procedure by 
inserting the following text- "Subject to 
Article 54 of the Constitution, the 
appointment of a Regional Director 
shall be for five years and he or she 
shall be eligible for reappointment 
once only."16  The rule applies to new 
appointments only. Article 53 indicates 
that the staff of the Regional Office 
shall be appointed in a manner to be 
determined by the Director-General 
and the Regional Director. These rules 
are covered under the Staff Rules 
adopted by the Health Assembly. 

Article 54 of the Constitution 
specifically mentions the relationship of 
WHO with the Pan American Health 
Organization (PAHO). One of the 
earlier influencing factors for regional 
arrangements during the drafting 
stage of the Constitution was the 
existence of a strong and functioning 
regional health organization in the 
Americas, namely, the Pan American 
Sanitary Bureau (PASB, renamed in 
1958 as PAHO), and also of other 
intergovernmental regional health 
bureaus or organizations which existed 
prior to the date of the Constitution 
coming into force.17 Even though 
                                                           
16 Resolution EB102.R1 
17 See details of agreement between WHO and 

PAHO, approved by the Second WHA in 1949. 
Ref.: WHO Basic Documents, 43rd Edition, 2001, 
p38-40 
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Article 54 stipulates the total 
integration of PAHO, WHO and PAHO 
are functioning separately with PAHO 
still acting as the WHO Regional 
Organization for the Americas (AMRO), 
through mutual arrangement.  

The WHO South-East Asia Region 
(SEAR) was the first regional 
organization established after 
resolution WHA1.72 was adopted by 
the Health Assembly delineating the 
regions. The first session of the WHO 
Regional Committee for South-East 
Asia was held in New Delhi from 4 to 5 
October 1948. The delegates from 
Afghanistan, Burma (Myanmar), 
Ceylon (Sri Lanka), India, Siam 
(Thailand) and Nepal and observers 
attended the first session and 
nominated Dr C Mani of India as the 
Regional Director. At this first session, 
the Committee adopted its own Rules 
of Procedure, and also approved the 
programme of work for the first year. 
The Regional Office, headed by Dr C 
Mani as the first Regional Director, 
started its functions soon after, from a 
small room in the Central Secretariat of 
the Government of India, in New Delhi. 
The present Regional Office, situated in 
a building known as "World Health 
House" on Mahatma Gandhi Road, I P 
Estate, New Delhi, India, started 
functioning in 1962. 

Chapter XII deals with the Budget 
and expenses, and also gives the DG 
the authority of preparing the budget 
estimates for submission to the Board 
and the Health Assembly. Under Article 
56, the Health Assembly is empowered 

to review and approve the budget 
estimates and appropriate expenses 
among Member States in accordance 
with a scale to be fixed by the Health 
Assembly.  The Health Assembly has 
adopted the main principle (in 
resolutions WHA8.5 and WHA24.12) 
that the latest available UN scale of 
assessments shall be used as a basis for 
determining the scale of assessments 
to be used by WHO. Resolution 
WHA26.21 states that the scale of 
assessments in WHO should follow as 
closely as possible the scale used by 
the UN.  Subsequent Health 
Assemblies, while considering the scale 
of assessments, endorsed these 
principles. 

According to Article 57, the Health 
Assembly or the Board acting on 
behalf of the Health Assembly can 
accept and administer gifts and 
bequests made to the Organization. 
Article 58 allows the Organization to 
establish a special fund to be used at 
the discretion of the Board to meet 
emergencies and unforeseen 
contingencies.  

The financial regulations adopted 
by the First and subsequent Health 
Assemblies still govern the financial 
administration of the 
Organization. Through  resolution   WHA26
.37, it was decided to introduce a 
biennial programme, which led to the 
amendment of Articles 34 and 55. 

Chapters XIII to XV contain the 
voting rights, decision-making by voting, 
information reporting procedure and 
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frequency, legal capacity, privileges 
and immunities of the Organization.  
Articles 61 and 62 stipulate that 
Members should report annually to the 
Organization on the action taken and 
progress achieved in improving the 
health of its people, as well as in 
respect of recommendations made 
to it by the Organization regarding 
conventions, agreements and 
regulations. Article 63 states that the 
Member States should communicate 
promptly to the Organization 
important laws, regulations, official 
reports and statistics pertaining to 
health, which have been published in 
the State concerned. Under Article 64, 
Members are obliged to provide 
statistical and epidemiological reports 
in a manner to be determined by the 
Health Assembly.  Article 65 states that 
each Member shall transmit, upon the 
request of the Board, such additional 
information pertaining to health as 
may be practicable.  Articles 66 to 68 
refer to the legal capacity of the 
Organization within the territory of 
each Member State and the privileges 
and immunities, as defined by the 
United Nations and Members. 

Chapter XVI stipulates the 
relationship of the Organization with the 
UN and its agencies, other 
intergovernmental organizations, 
international nongovernmental 
organizations, and any other 
international organization or agency, 
whose purpose and activities lie within 
the field of competence of the 
Organization, such functions, resources 
and obligations as may be conferred 
upon the Organization by international 

agreement or by mutually acceptable 
arrangements entered into between 
the competent authorities of the 
respective organizations.  

Under Article 69, the Organization 
shall be brought into relation with the 
UN as one of the specialized agencies, 
referred to in Article 57 of the Charter 
of the UN. The agreement or 
agreements bringing the Organization 
into relation with the UN shall be 
subject to approval by two-thirds vote 
of the Health Assembly. The formal 
agreement of WHO with the UN was 
made and endorsed by the First WHA 
on 10 July 1948.18 Thus, the Preamble to 
the Constitution refers to WHO as a 
specialized agency constituted under 
the UN.   

Accordingly, Article 18, sub-
paragraph (i) and (j) of the WHO 
Constitution embody the relationship 
of WHO with UN and ECOSOC. Article 
50 (d) under regional arrangements 
also includes the role of the regional 
committee to cooperate with the 
respective UN regional bodies and its 
agencies. The UN General Assembly 
(UNGA) Resolution 50/120 adopted in 
1995 called for better coordination of 
the work of all UN agencies.  

WHO has developed its regional 
arrangements within its constitutional 
framework for over fifty years. UN and its 
agencies have followed this general 
trend towards functional regionalization 

                                                           
18 See details of the agreement between the United 

Nations and WHO, adopted by the First WHA in 
1948. Ref.: WHO Basic Documents, 43rd Edition, 
2001, p41-49 
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to enable them to coordinate their 
work regionally and locally and to 
facilitate liaison with governments. The 
delineation of regional areas of each 
agency still differs. And, so far, not 
many regional offices of any other 
specialized agency have the authority 
or autonomy comparable to those of 
the WHO regional organizations. This 
difference between regional 
arrangements of WHO and various 
devices and means of regionalization 
of other agencies considerably 
complicates the procedure for 
coordination and cooperation at the 
regional and country levels.   

In order to foster joint 
collaborative action at all levels, WHO 
developed a common agenda in the 
80s and 90s through the WHO/UNICEF 
Joint Committee on Health Policy 
(JCHP). In 1997, this JCHP was 
expanded with the participation of 
UNDP/UNFPA and was renamed as the 
"WHO/ UNICEF/UNFPA Coordinating 
Committee on Health (CCH)", chaired 
in rotation by a member of the 
Executive Board of each Organization 
and consisting of 16 members of the 
Boards of the three Organizations19. 

Article 70 states that the 
Organization shall establish effective 
relations and cooperate closely with 
such other inter-governmental 
organizations as may be desirable. Any 
formal agreement entered into with 
such Organizations shall be subject to 
approval by a two-thirds vote of the 
Health Assembly. WHO has entered 

                                                           
19  Resolution EB100.R2, May 1997 

into agreements with other UN 
agencies such as FAO, ILO, UNESCO, 
IAEA, IFAD, UPU, etc.20 

Article 71 prescribes the 
relationship of WHO with 
nongovernmental organizations 
(NGOs). The Organization may, on 
matters within its competence, make 
suitable arrangements for consultation 
and co-operation with 
nongovernmental international 
organizations and, with the consent of 
the Government concerned, with 
national organizations, governmental 
or non-governmental. There are some 
concerns raised on this stipulation 
stating that the relations with national 
organizations, governmental or 
nongovernmental, could be done only 
with the consent of the Government 
concerned.  

In accordance with Articles 2 and 
71 of the Constitution, successive 
Health Assemblies adopted main 
principles governing the relations 
between WHO and nongovernmental 
organizations (NGOs). These principles 
are described in detail in the latest text 
adopted through resolution WHA40.25, 
and they all remain valid to date.21 It 
describes the objectives and types of 
relationship, criteria and procedure for 
admission into official relations with 
WHO as a whole, relations with NGOs 
at the regional and national levels, the 
privileges conferred on NGOs and the 
responsibilities of NGOs in their 
relationship with WHO.  

                                                           
20  WHO Basic Document, 43rd Edition, 2001, p50-76 
21   WHO Basic Document, 43rd Edition, 2001, p77-82 
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The amendment process is 
covered in Chapter XVII, through 
Article 73.  It stipulates that 
amendments shall enter into force 
when adopted by a two-thirds vote of 
the Health Assembly, and then 
subsequently accepted by two-thirds 
of the Member States in accordance 
with their respective constitutional 
processes. This last requirement of 
acceptance involves the legal 
authority of Members and the 
submission by each Member of a 
notification of acceptance to the UN 
Secretary-General, who is the 
depository of the WHO Constitution. 
This procedure has frequently resulted 
in a lot of amendments, entering into 
force several years after their adoption 
by the Health Assembly. The Board, 
after a thorough debate at its 101st 
session, decided to defer the 
consideration of the proposed 
amendment to Article 73, as 
contained in document EB101/7, to 
the 103rd session. Finally, at its 103rd 
session in January 1999, the Board 
decided that Article 73 be left 
unchanged. 

Chapter XVIII covers 
interpretation, official languages, and 
authority for legal questions. Under 
Article 76, upon authorization by the 
UN General Assembly or upon 
authorization in accordance with any 
agreement between the Organization 
and the UN, the Organization may 
request the International Court of 
Justice for an advisory opinion on any 
legal question arising within the 
competence of the Organization. 
And, under Article 77, the Director-

General may appear before the Court 
on behalf of the Organization in 
connection with any proceedings 
arising out of any such request for an 
advisory opinion. The Director-General 
shall make arrangements for the 
presentation of the case before the 
Court, including arrangements for the 
argument of different views on the 
question. Chapter XIX stipulates the 
procedure for entry-into-force of the 
Constitution. There was also an 
attempt to amend Article 74 with 
reference to the adoption of the 
authentic Arabic text of the 
Constitution through resolution 
WHA31.18, but the amendment has 
not yet come into force.   

In conclusion, WHO’s Constitution 
has proved its worth, standing the test 
of time for over half a century. It is 
facilitating and strengthening 
international cooperation in health for 
the benefit of all humankind. The 
original draftsmen of the Constitution, 
who accomplished so much in a short 
period of time just after the Second 
World War, were truly visionary and 
thorough.   

WHO’s Constitution, formulated 
through consensus among Member 
States, is very comprehensive, 
covering health, social, political, 
economic, and human rights issues as 
well as organizational, managerial and 
administrative matters. It is flexible in 
many areas, but also firm and direct 
when it comes to issues of authority 
and responsibility.  
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Over the years, many attempts 
have been made to amend the 
Constitution in keeping with the 
prevailing situation. Some of the 
proposals for amendments or actual 
amendments made were based on 
geopolitical situations. Some proposals 
for amendment became decisions of 
the Board or the Health Assembly and 
were duly incorporated in official 
records for future reference for the 
purpose of interpretation and 
understanding of the relevant Articles. 

This paper is intended particularly 
for those who are working in the areas 
of international health, especially staff 
at the units/divisions of the Ministries of 
Health, academic institutions, health 
and legal professionals, public health 
schools, international health 
institutions, and the general public 
interested in international health 
legislation. It should be useful while 
reviewing and studying relevant 
Articles and the background of WHO’s 
Constitution. 
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Comme
nt 

SEARO Notes and News 

New WHO Sub-Office in Gujarat 

The WHO office in Bhuj has moved to 
Gandhinagar (Gujarat).  HE Mr Sundar 
Singh Bhandari, Governor of Gujarat, 
at the Civil Hospital Complex, 
inaugurated the new office on 
Saturday, 15 December 2001. The 
Hon’ble Health Minister of Gujarat, Mr 
Ashok Bhatt, was also present at the 
inaugural ceremony. The inauguration 
ceremony was attended by Dr Robert 
Kim-Farley, WR India, and Dr BK Verma, 
WHO focal point for EHA activities in 
India.  

The WHO office will work in close 
coordination with the Government of 
Gujarat and help in strengthening the 
health sector in the State. It will also 
provide technical expertise for various 
health programmes in the State. HE 
the Governor thanked WHO for 
opening this office and hoped it would 
improve the State’s performance in 
the health sector. The Hon’ble Health 
Minister hoped that the WHO office 
would provide the much-needed 

boost to the health sector in the State 
and would enable his department to 
more effectively implement various 
health and sanitation programmes. He 
also hailed WHO’s efforts in restoring 
the health facilities in the earthquake-
affected areas of Kutch.  

Workshop on Maternal and Neonatal 
Tetanus Elimination and Measles 
Control, SEARO 
18-21 February 2002 

An Interregional Workshop on Maternal 
and Neonatal Tetanus Elimination and 
Measles Control, jointly organized by 
WHO and UNICEF, was inaugurated by 
Dr Uton Muchtar Rafei in SEARO on 18 
February. The purpose of the meeting 
was to develop or expand specific 
plans to address critical health 
problems in the Region. It was 
attended by representatives of SEAR 
Member Countries, UNICEF staff from 
these countries as well as Afghanistan 
and Pakistan, staff from WHO and 
UNICEF/HQ, among others.  
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In his inaugural address, the 
Regional Director said that seven 
countries in the Region still accounted 
for a large number of deaths of infants 
due to neonatal tetanus. Reducing 
deaths from NNT is one of the simplest 
and most cost-effective means to 
reduce the neonatal mortality rate; 
but because most of the deaths occur 
at home, neonatal tetanus is often 
called the invisible killer. Countries must 
re-double their efforts so that the 
target of worldwide elimination of NNT 
could be achieved by 2005. 

Measles was another killer disease 
in the Region, which continued to 
claim lives because of the failure to 
deliver at least one dose of the 
vaccine to all infants. The workshop 
would focus on developing 
appropriate strategies to provide 
measles vaccination coverage. 

The workshop recommended that 
countries with high measles mortality 
and morbidity should consider 
increased routine coverage and 
improved surveillance based on 
reported cases as their first priority, 
while those with a low rate of mortality 
and morbidity due to measles should 
ensure the sustainability of high routine 
coverage. Countries were also 
encouraged to complete Plans of 
Action for NNT and Measles Control for 
the period 2002-2005. 

Fifth Meeting of the International 
Certification Commission for Polio 

Eradication 
4-8 March 2001 

The Fifth Meeting of the International 
Certification Commission for Polio 
Eradication in the South-East Asia 
Region was inaugurated by the 
Regional Director in SEARO on 4 
March. Besides Dr Natth 
Bhamarapravati, Chairman of the 
ICCPE in the South-East Asia Region, 
and other members, Chairpersons and 
members of the National Certification 
Commissions on Polio Eradication from 
respective SEAR countries also 
attended the meeting. 

In his inaugural address, the 
Regional Director said that this 
meeting was held at a most critical 
period since the launch of the polio 
eradication initiative in 1988. In the 
next few months, the results of polio 
eradication efforts in northern India will 
determine the course of the initiative, 
not only in the Region, but in the entire 
world.  

Over the years, the Region has 
made tremendous progress. In 2001, 
our Region accounted for 57% of the 
global polio burden, down from 75% in 
1988. Of the ten Member Countries in 
our Region, Bhutan, DPR Korea, 
Indonesia, Maldives, Sri Lanka and 
Thailand have been polio-free for 
more than four years in the context of 
good quality AFP surveillance. 
Bangladesh, Nepal and Myanmar 
have been polio-free for more than 
one year. 
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All Member Countries are 
continuing to implement the 
recommended strategies for polio 
eradication, supplemented by mop-
ups, Supplementary Immunization Days 
and National Immunization Days, in 
addition to strengthening routine 
immunization. AFP surveillance in the 
Region continues to improve.  Sixteen 
of the 17 laboratories in the SEAR polio 
laboratory network are accredited by 
WHO. Deliberations and discussions 
with the Chairpersons of the National 
Certification Committees from the 
countries represented provided clear 
guidance for polio-free countries and 
others on the information required by 
the ICCPE and the plan for achieving 
certification by the end of 2005, or 
shortly thereafter. The ICCPE has 
played a proactive role and provided 
expert guidance to the programmes in 
these countries. 

Twenty Seventh Session of SEA/ACHR 

The twenty-seventh session of the WHO 
South-East Asia Advisory Committee on 
Health Research (SEA-ACHR) held in 
Dhaka, Bangladesh, from 15 to 18 April 
2002 was inaugurated by the Hon. 
Minister of Health, Dr Khandaker 
Mosharraf Hossain. This was the second 
time this meeting was held in 
Bangladesh, the first time being 17 
years ago. In his inaugural address, the 
Hon. Minister said that health research 
played an important role in assessing 
and maintaining the performance of 
health systems and achieving 
improvement in quality health care 

and stressed the need to develop 
partnerships between researchers and 
policy-makers, the community and 
academic institutes. 

In his opening remarks, Dr Uton 
Muchtar Rafei urged the health 
research scientists and policy-makers 
to examine how research and 
knowledge could contribute to 
addressing the serious health 
challenges in the Region, such as the 
rapid transmission of communicable 
diseases, and environmental health 
issues like arsenic poisoning. He 
stressed the need to improve the use 
of available technologies to tackle 
illnesses faced by the poor.  

The Committee made several 
recommendations which included, 
among others, assessment of ethical 
review mechanisms through national 
forums for information sharing and 
discussing complex ethical issues in 
health research, development of 
appropriate national ethical 
guidelines, long-term health research 
on arsenic poisoning and 
strengthening of national centres of 
excellence involved in health research 
in arsenic poisoning. 

Seventh Meeting of Health Secretaries 

The Regional Director, Dr Uton Muchtar 
Rafei, inaugurated the Seventh 
Meeting of Health Secretaries of the 
SEA Region, on 24 April 2002 in the 
Conference Hall of World Health 
House. In addition to the Health 



Comment 

66 Regional Health Forum – Volume 6, Number 1, 2002 

Secretaries of the countries, some 
Directors-General and other senior 
officials also attended the meeting. In 
his inaugural address, the Regional 
Director, while commending the 
considerable health gains achieved in 
the last fifty years, expressed concern 
over the high rate of infant and child 
mortality in the Region. In this area, the 
Global Alliance for Vaccines and 
Immunization (GAVI) was a significant 
initiative; and polio eradication efforts 
had also made remarkable progress, 
as the Region was now moving 
towards its elimination. 

Referring to the Global Fund on 
AIDS, TB and Malaria, he expressed 
satisfaction over the prompt response 
of the countries in submitting proposals 
for funding with WHO support. He 
reminded the representatives to step 
up intersectoral collaboration towards 
the Framework Convention on 
Tobacco Control which was due to be 
adopted at the Fifty-sixth World Health 
Assembly in 2003. He also informed the 
participants of the recommendations 
of the report of the Commission on 
Macroeconomics and Health, which 
called for scaling up of resources for 
the health sector. He opined that the 
Member Countries should stress the 
central role of health in development 
and emphasize the linkages between 
health and poverty reduction at the 
forthcoming World Summit on 
Sustainable Development to be held in 
Johannesburg in August. 

The meeting reviewed the imple-
mentation of Programme Budget 2000-

2001 and the status of implementation 
of PB 2002-2003, as well as the 
Proposed PB 2004-2005. It also 
reviewed some agenda items of the 
Fifty-fifth World Health Assembly such 
as the WHO Medicines Strategy and 
Risks to Health and discussed updates 
on road accident injuries, and arsenic 
contamination of water, among 
others. A field trip to Dr Ram Manohar 
Lohia Hospital, New Delhi, was also 
arranged for the benefit of the 
participants of the meeting. The 
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recommendations made included 
setting up of National Commissions on 
Macro-economics and Health, 
inclusion of the provisions of TRIPS/WTO 
agreements in national legislation and 
WHO support to strengthen capacities 
of the countries in dealing with injury 
prevention. 
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Book Review 
Arsenic and Arsenic Compounds - 
Environmental Health Criteria No.224 
[ISBN 92 4 157224 8; Sw.fr.75.60]  

The second edition of this book 
evaluates the risks to human health 
and the environment posed by arsenic 
and arsenic compounds. Arsenic is 
widely distributed in the earth’s crust 
and is found in groundwater used as 
drinking water in Bangladesh and 
many other countries. The second half 
of the report evaluates the large 
number of investigations of arsenic 
toxicity. Soluble inorganic arsenic is 
acutely toxic and ingestion of large 
doses leads to gastrointestinal 
symptoms and disturbances of 
cardiovascular and nervous system 
functions, eventually leading to death.  

Chronic exposure to arsenic in 
drinking water is related to increased 
risks of cancer of the skin, lungs, 
bladder and kidneys as well as 
pigmentation changes. In the 
ecological section, evidence is 
presented that arsenic causes 
inhibition of photosynthesis as well as 
reproduction and behavioural effects. 
Arsenic contaminated environments 
have limited diversity of species. The 
report concludes with a number of 
recommendations for future research. 

How to Develop and Implement a 
National Drug Policy – Second Edition 
[ISBN 92 4 154547 X; Sw.fr.26.-US$ 23.40] 

This publication provides guidelines on 
developing a national drug policy, 
which is a crucial ingredient in every 
country’s national health strategy. The 
revised second edition discusses key 
policy components including selection 
of essential drugs, affordability, finance 
and supply, regulation and quality 
assurance, rational use, research, 
human resources, monitoring and 
evaluation. These guidelines examine 
both ongoing problems and new 
challenges. Each chapter provides 
strategies and practical approaches, 
which can be a valuable resource for 
health professionals, policy-makers 
and researchers. 

WHO Expert Committee on Drug 
Dependence: Thirty-Second Report, 
Technical Report Series No.903 
[ISBN 92 4 120903 9; Sw.fr.9.80] 

This report presents the 
recommendations of a WHO Expert 
Committee responsible for reviewing 
information on dependence-
producing drugs to assess the need for 
their international control. The first part 
of the report contains a general 
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discussion of the new guidelines for the 
review of psychoactive substances. A 
summary of the Committee’s 
evaluations of six such substances is 
also included. 

International Travel and Health 2002 
[ISBN 92 4 158027 5;US$22.50, Sw.fr.17.50/-] 

The 2002 edition of International Travel 
and Health has been completely 
redesigned to reflect better 
knowledge about the risks to which 
travellers are exposed and the 
precautions needed to protect their 
health. The book offers guidance on 
the full range of health risks likely to be 
encountered at specific destinations. 
Throughout, emphasis is placed on the 
responsibility of travellers to ask for 
information, be aware of risks and take 
necessary precautions before, during 
and after travel. The practical value of 
this material is enhanced through the 
inclusion of numerous maps, tables, 
checklists and explicit warnings. It 
concludes with the traditional country 
by country list of required vaccinations, 
together with pertinent infor-mation on 
the malaria situation for every country 
or territory in the world. 

Some Thyrotropic Agents 
[ISBN 92 832 1279 7;US$ 49.50/ Sw.fr.38.50] 

This IARC Monograph on the 
evaluation of carcinogenic risks to 
humans evaluates the carcinogenicity 
of 19 chemicals that are carcinogenic 
to the thyroid follicular cell in rodents. 
These include some anti-thyroid drugs, 
sedatives and other drugs. This series of 
evaluations specifically included 

agents for which mechanisms of 
carcinogenesis may operate in rodents 
that do not operate in humans under 
conditions of realistic human exposure. 
From the available epidemio-logical 
studies, there was no indication of 
excess thyroid cancer risk in humans 
exposed to any of these agents. 

The International Classification of 
Functioning, Disability and Health – ICF  
[ISBN 91 4 154542 9; US$ 45/Sw.fr.50.-; 
ISBN 92 4 154544 5; US$ 12.60/Sw.fr.14.-; 
ISBN 92 4 0560203; US$ 135/Sw.fr.150.-] 

ICF is a standard language for health 
and health-related domains as body 
functions and structures, activities and 
participation. The components of 
health are classified from body, 
individual and societal perspectives. It 
also includes a list of environmental 
factors, since an individual’s 
functioning and disability occurs in a 
context. The Fifty-fourth World Health 
Assembly endorsed ICF for 
international use. 

ICF is useful to understand and 
measure health outcomes and could 
be used in clinical settings, health 
services or surveys to record 
functioning, disability and health of 
individuals in various domains across 
cultures in a standardized way. ICF 
and ICD-10 are complementary and 
together they form the WHO Family of 
International Classifications. 

To cater to differing needs of 
users, ICF is presented in multiple forms 
and versions. The full version is 
available in all the official WHO 
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languages, while the pocket version is 
available in English only. The CD-ROM 
version includes ICF in the six official 
WHO languages and allows browsing; 
simul-taneous display in two 
languages; advance search functions; 
cross-references and hyperlinks and 
internet-based upgrading facility, 
among others. 

Principles for Evaluating Health Risks to 
Reproduction Associated with Exposure 
to Chemicals 
[ISBN 92 4 157225 6; Sw.fr.29.40] 

This publication is intended as a tool for 
use by public health officials, research 
and regulatory scientists and risk 
managers. It provides a scientific 
framework for the use and 
interpretation of reproductive toxicity 
data from human and animal studies. 
It gives an overview of the major 
scientific principles underlying hazard 
identification, testing methods and risk 
assessment strategies. The first two 
chapters provide an introduction, 
summary and recommendations for 
improving the knowledge base to 
allow effective control and 
intervention strategies. Chapter 3 
discusses basic reproductive 
physiology and the scientific 
background for understanding specific 
methods and procedures. Chapter 4 
focuses on methods for assessment 
and evaluation of altered 

fertility, while Chapter 5 addresses 
methodologies for assessing 
developmental toxicity. The final 
chapter deals with the general 
principles of risk assessment for 
reproductive toxicity and identifies 
areas for research. Working definitions 
of the terminology used in the 
monograph are provided in an 
appendix. 
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Guidelines for Contributors 
HE Regional Health Forum seeks to inform and to act as a platform for debate 
by health personnel including policy-makers, health administrators, health 

educators and health communicators. 

Contributions on current events, issues, theories and activities in all aspects of 
health development are welcome. Contributions should be original and contain 
something of interest to those engaged in health policy and practice, some 
lesson to be learned, some idea, something that worked, something that didn't 
work, in fact anything that needs to be communicated and discussed on a 
broader scale. Articles, essays, notes, news and views across the spectrum of 
health development will be published. 

Every year, the May-June issue of the Forum is dedicated to the World Health 
Day theme of the year, which is mentioned in the December issue. Readers may 
send contributions relating to the theme for inclusion in the special issue. 

Papers for submission should be forwarded to the Editor, Regional Health 
Forum, World Health Organization, Regional Office for South-East Asia, World 
Health House, Indraprastha Estate, Mahatma Gandhi Road, New Delhi 110002, 
India (e.mail address: editor@whosea.org). 

Contributions should: 

• be in English; 

• be written in an anecdotal, informal, lively and readable style (so that 
sophisticated technologies, for example, may be easily understood); 

• be in MS Word and sent with a diskette and a printout in double space, 
and 

• not normally exceed 3000 words with an abstract (approx. 250 words) and 
a maximum of 30 references. 

• Letters to the editor should normally be between 500-1000 words with a 
maximum of six references. 

Responsibility of the Authors 
Authors are responsible for: 

T
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• ensuring that their contributions contain accurate data and references 
(and are requested to check the accuracy of both before submission); 

• obtaining permission to use copyrighted material (if used). The letter 
granting such permission should be attached to the manuscript when 
submitted; 

• obtaining permission from appropriate governmental authorities if the 
contribution pertains to a government programme/projet and contains 
material/statistics/data derived from governent sources; 

• ensuring that all abbreviations (if used) are explained; 
• giving their full names, the name and address of their institutions, and an 

exact description of their posts; 
• declaring sources of funding for the work undertaken, and 
• disclosing at the time of submission, information on financial conflict of 

interest that may influence the manuscript. They may also choose to 
declare other interests that could influence the results of the study or the 
conclusions of the manuscript. Such information will be held in confidence 
while the paper is under review, and if the article is accepted for 
publication the editors will usually discuss with the authors the manner in 
which such information is to be communicated to the reader. 

Tables and Illustrations 
• The use of tables and illustrations should be restricted to those that clarify 

points in the text.  
• All illustrations and tables should be numbered consecutively and should 

be lightly marked on the back with the figure number, and the author's 
name indicated. 

• Graphs and figures should be clearly drawn and all data identified. 
• Photographs should be on glossy paper, preferably in black and white. 
• Each table should be submitted on a separate sheet of paper. 

References 
• References should be numbered consecutively as they occur in the text. 
• Journal titles should be written out in full (i.e. not abbreviated). 
• A reference to a contribution in a book should include the chapter title 

and page range. 
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Reprints 

Reprints of contributions are not produced but five printed copies of the issue will 
be supplied to the respective authors. An electronic version of the article in PDF 
format may also be made available to authors if they provide their e-mail 
addresses. 
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How to order WHO Publications 
New WHO publications are issued frequently. Requests for information 
about WHO publications and orders should be addressed to the nearest 
sales agent (listed below) or to WHO, New Delhi. Orders sent to New Delhi 
must be accompanied by payment in the form of a demand draft/Indian 
postal order/money order (prices include handling and postage charges). 
Orders from countries other than India can be addressed to the Sales agent 
or WHO Representative in that country and are payable in local currency: 

INDIAINDIAINDIAINDIA 

Southern IndiaSouthern IndiaSouthern IndiaSouthern India  
M/s New Century Book House (P) 
Ltd.  
136 Anna Salai 
Chennai 600 002, TAMIL NADU  

Western IndiaWestern IndiaWestern IndiaWestern India  
M/s Consumer Communications 
52, Shafi Estate, Amar Mahal 
Chembur 
Mumbai 400 089, MAHARASHTRA 
 
M/s K.M. Varghese & Company 
Medical Book Distributors & 
Publishers 
104 Hind Rajasthan Building 
Dadasaheb Phalke Road, Dadar 
Mumbai 400 014, MAHARASHTRA  

Eastern IndiaEastern IndiaEastern IndiaEastern India 
M/s Insales India (P) Ltd. 
1C/1&2, Camac Court 
25-B, Camac Street 
Calcutta 700 016, WEST BENGAL 

BANGLADESHBANGLADESHBANGLADESHBANGLADESH 
Ahsania Mission Book Distribution 
House 
House No. 1/A, Road No. 13, 
Dhanmondi R.A. (Mirpur Road) 1st 
Floor, 
Dhaka - 1209  
Email: dam@drik.bgd.toolnet.org 

INDONESIAINDONESIAINDONESIAINDONESIA 
M/s C.V. Sagung Seto 
Jalan Pramuka No. 27 
P.O. Box 4661 
Jakarta 10001 

NEPALNEPALNEPALNEPAL 
Everest Media International Services 
(P) Ltd. 
Shanti Nagar-34 
Block No. Kha-1-248 
New Baneswar, Kathmandu 

THAILANDTHAILANDTHAILANDTHAILAND 
Suksit Siam Co. Ltd 
113, 115 Fung Nakhon Road 
Opp. Wat Rajbopith 
Bangkok 10200 

World Health Organization 
Regional Office for South-East Asia 
Indraprastha Estate 
New Delhi 110 002, India 
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Attn: Publications Sales Officer 
Telephone: 337-0804 
Telefax: 337-9395 / 337-9507 
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